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Abstract 
The Role of Social Context in the Prediction and Management of  
Violence among Persons with Mental Illness 
Cindy Cathleen Cottle 
Kirk Heilbrun, Ph.D. 
 
 
 
 The purpose of this study was to determine the impact social contextual factors 
have on violence risk among patients with mental illness and persons in the 
community.  A variety of social contextual factors were explored, including marital 
status, amount of social contact, stability of residence, number of persons in the home, 
numbers of negatively perceived persons, and amounts of instrumental, emotional, and 
mental health support received by participants.  Using data collected as part of the 
MacArthur Violence Risk Assessment Study (Monahan et al., 2001), three sets of 
hypotheses were explored. These hypotheses investigated the relationship between 
social contextual factors and the outcome variables of serious acts of violence, to 
whom violence occurs, and the location of violence.  
 Results indicate that patients were significantly more likely to engage in serious 
acts of violence than community respondents (43.4% versus 18.9%) during the 
preceding ten week period.  Community respondents were significantly more likely 
than patients to target family members for violence (67.3% versus 40%) while patients 
were more likely than community respondents to target friends (26.8% versus 18.4%), 
strangers (13.8% versus 9.2%), and persons in multiple categories (19.5% versus 
5.1%).  Patients were also more likely than community respondents to engage in 
violence outside the home (63% versus 46%).    
 Logistic regression analyses demonstrated that the level and type of support 
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provided, and, more importantly, the perceptions of social interactions, were 
predictive of violence risk.  The models were more effective in predicting the location 
of violence than for violence risk and for targets of violence.  Possible explanations for 
the differing rates of violence among the participants are discussed, including findings 
indicating that patients have more problematic social support networks than do 
community respondents, including increased rates of separation/divorce and 
negatively perceived persons, and decreased rates of emotional support, less social 
contact with supportive others, and more instability in where they reside.  Implications 
for the management of violence by addressing problematic aspects of social networks 
(e.g., inadequate housing) are also discussed. 
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CHAPTER 1: BACKGROUND 
The relationship between mental illness and violence has been a topic of 
debate for centuries.  During the Greek and Roman era, the vast majority of 
philosophers, as well as the general public, believed the link between mental illness 
and violence to be so strong that the rates of mental disorder in a community could be 
estimated by its rates of violence.  This viewpoint continued throughout both 
European and American history, as evidenced by the intense negative reaction to the 
acquittal of McNaughten by reason of insanity, as well as the arguments of Benjamin 
Franklin regarding the need for a mental ward because the mentally ill are likely to be 
violent toward their neighbors (Monahan, 1992).   
Even in the face of growing empirical evidence, the debate regarding the 
association between mental illness and violence has persisted.  Views about the risk of 
violence committed by persons with mental illness are exemplified in public opinion 
polls from the 1950s.  These surveys show that only a small proportion (7.2%) of the 
public mention violence (without prompting) when describing a person with mental 
illness (Phelan & Link, 1998).  However, surveys from the same period also show that 
the public tends to have a poor ability to recognize the occurrence of mental illness, 
and to regard the link between mental illness and violence to be sufficiently strong as 
to characterize mental illness as threatening, and something they preferred to keep 
at a distance (Link, Phelan, Bresnahan, Stueve, & Pescosolido, 1999).  Thus, 
although the overall numbers of persons who question the association between mental 
illness and violence may have declined since ancient times, the intensity of the fears of 
those who believe the mentally ill are more dangerous than the non-mentally ill 
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appears to have endured.   
More recent public polls demonstrate the continued controversy surrounding 
the relationship between mental illness and violence.  For example, in one survey 
conducted by the Field Institute in the 1980s, the majority of participants (61%) 
reported believing that a patient with schizophrenia was more likely to commit a 
violent crime than a person without mental illness.  By contrast, another survey 
conducted by the DYG Corporation revealed that over 75% of participants believed 
that persons with mental illness are less dangerous than most people believe 
(Monahan, 1992).  The disparity of these surveys may be more attributable to 
differences in methodology than to different views, however.  In the first study, the 
researchers asked about schizophrenia in particular, while in the second study 
researchers asked about persons with mental illness more generally.  The second 
survey also anchored the question with the phrase than most people believe, which 
may have affected the findings.  When the methodology of studies are equivalent, 
including the wording of questions, the percentage of persons who believe that mental 
illness is associated with violent behaviors appears to have increased over the past 
several decades (e.g., from 7.2% in 1950 to 12.1% in 1996; Phelan & Link, 1998).  
 Overall, it appears that the mentally ill have, to varying degrees, been viewed 
among the general public as a more dangerous and violent group than those without 
mental illness.  According to some researchers (Phelan & Link, 1998), the intensity of 
public fears of the mentally ill is in opposition to several social changes geared 
towards reducing the stigmatization of mental illness, such as education campaigns, 
deinstitutionalization, and increased civil liberties of the mentally ill (e.g., 
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desegregation), but consistent with changes in legal policies regarding mental health 
treatment (i.e., more focus on dangerousness as a criterion for civil commitment).  
That is, in the late 1960s, when the link between mental illness and violence was 
believed to be strong and when concern about the civil liberties of persons with mental 
illness began to develop, public protection (as opposed to need for treatment) began 
to dominate the rationale behind civil commitment (Phelan & Link, 1998; Monahan, 
Steadman, Silver, Appelbaum, Robbins, Mulvey, Roth, Grisso, & Banks, 2001).  
Efforts to examine the strength and nature of the relationship between mental 
illness and violence have steadily increased throughout the past several decades, 
which may be due, in part, to the continued debate and controversy surrounding the 
relationship between mental illness and violence among the general public.  The 
following discussion provides a review of research investigating the association 
between mental illness and violence.  Emphasis is placed on describing the 
relationships that have been found to exist thus far and on examining the methods by 
which these investigations have been conducted.  Based on these discussions, it is 
argued that a contextual understanding of the relationship between mental illness and 
violence should be adopted, and that by using such a model, the role of social factors 
becomes an increasingly important area of investigation.  Finally, the purpose of this 
study - to examine the role of social factors in the understanding, prediction, and 
management of violence among the mentally ill - are delineated and the methods by 
which specific hypotheses were tested are described.    
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1.1  Research Investigating the Association between Mental Illness and Violence 
Just as the public has debated the association between mental illness and 
violence, so have sociologists, psychologists, and policy-makers.  Some have asserted 
that mental illness is strongly (and perhaps directly) associated with violence (see, 
e.g., Eronen, Angermeyer, & Schulze, 1998).  Others have argued that a relationship 
between mental illness and violence does not exist, and have provided empirical 
support for their viewpoint (see, e.g., Arboleda-Florez, Holley, & Crisanti, 1998).  A 
large proportion of the latter group is often made up of advocates for the mentally ill 
(Monahan, 1992).  However, as will be demonstrated in the following sections, each 
position has a substantial amount of literature, both empirical and theoretical, to 
support its viewpoint.       
Support for the Association between Mental Illness and Violence 
In general, the basis for the argument that mental illness is positively 
associated with violence stems from studies investigating the prevalence of violent 
behavior among persons with mental illness and from studies investigating the 
prevalence of mental illness among those known to have behaved violently.      
Prevalence of Violence Among Persons with Mental Illness.  One approach 
often used to investigate the relationship between mental illness and violence is to 
examine the prevalence rates of violence among psychiatric patients, either 
retrospectively (i.e., prior to hospitalization), concurrently (i.e., during 
hospitalization), or longitudinally (i.e., following hospitalization).  Studies 
investigating the prevalence of violent behavior among psychiatric patients prior to 
hospitalization show that between 10% and 40% of patients report having been 
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physically assaultive in the weeks prior to hospitalization (Monahan, 1992; Otto, 
1992; Wessely & Taylor, 1991).  Similarly, studies investigating the prevalence of 
violence during hospitalization have also shown that between 10% and 40% of 
psychiatric patients behave violently while hospitalized (Monahan, 1992, Soliman & 
Reza, 2001, Tardiff & Swillam, 1982; and Fotrell, 1980).  Even more compelling are 
prospective longitudinal studies investigating the rates of violence committed by 
psychiatric patients following hospitalization.  These studies have shown that between 
25% and 30% of discharged psychiatric patients behave violently within a year of 
release (Monahan, 1992; Klassen & OConnor, 1990; and Steadman, Mulvey, 
Monahan, Robbins, Appelbaum, Grisso, Roth, & Silver, 1998). 
Although the overall rates of violence among psychiatric patients are higher 
than expected, they do not demonstrate that all persons with mental illness are at 
increased risk of violent behavior.  That is, it could be that certain patients are more 
likely than others to commit violent acts, thus inflating the overall rates of violence 
among the mentally ill.  Indeed, as Table 1 shows, studies investigating the prevalence 
of violence among psychiatric patients consistently show a greater risk for persons 
with major mental disorders, substance use disorders, and/or certain personality 
disorders or traits (e.g., Antisocial Personality Disorder, psychopathy).   
Patients with a major mental disorder, such as schizophrenia, have been shown 
to be at higher risk for violence than the general population and patients without such 
disorders.  These patients are at increased risk for violence even after controlling for 
such variables as age, race, and socioeconomic status (Modestin & Ammann, 1995; 
1996; Lindqvist & Allebek, 1990).  Further, when using a relatively restricted measure 
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of violence (i.e., conviction for a violent crime), there is evidence that the risk for 
violence among persons with a major mental disorder (particularly schizophrenia) is as 
much as seven times that of the general population (Tiihonen, Isohanni, Rasanen, 
Koiranen, & Morin, 1997).            
Although the majority of the studies investigating the relationship between 
various diagnostic groups and violence restrict the definition of major mental 
disorder to some form of psychosis, including schizophrenia and delusional disorder, 
a few studies (e.g., Steadman et al., 1998) have included certain affective disorders, 
such as major depression and bipolar disorder.  When using this definition, these 
studies show that the risk of violence among psychiatric patients remains high relative 
to the general population or to patients without these disorders.   
A diagnosis of alcohol and/or substance use disorder appears to be a 
particularly powerful risk factor for violence among psychiatric patients.  As may be 
seen in Table 1, patients with alcohol and/or substance use disorders are between 2.5 
and 54.6 times more likely than patients without these disorders to engage in violent 
behaviors.   Results of a longitudinal study (Steadman et al., 1998) also show that 
patients with a major mental disorder (defined as schizophrenia, depression, bipolar 
disorder, or other psychotic disorder) and co-occurring substance abuse problems are 
more likely than patients with a major mental disorder but no co-occurring substance 
abuse problems to engage in violent behavior (31.1% versus 17.9%).   
Gender differences also appear to be an important factor in determining the 
extent to which substance abuse problems increase the risk of violence among 
psychiatric patients.  That is, women may be at equal or even greater risk than men to 
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engage in violence if they have a substance abuse disorder.  Further, women who 
reported engaging in violent behavior were more likely than nonviolent women to 
report having used cocaine in the month prior to hospitalization (18.3% versus 5.4%).  
Interestingly, even though men with substance abuse disorders in this study where not 
at a significantly higher risk for violence, men who reported using heroin in the month 
prior to hospitalization were more likely to engage in violent behavior than men who 
did not use heroin (10.4% versus 3.9%; Tardiff, Marzuk, Leon, Portera, & Weiner, 
1997).  Taken together, these findings suggest that considerations of both substance 
abuse disorders and substance use in the weeks prior to hospitalization are important 
areas to assess when considering violence risk among psychiatric patients (Lidz, 
Mulvey, & Gardner, 1993).   
Intoxication resulting from alcohol and substance use is undoubtedly 
associated with criminality.  However, the nature of the relationship and the strength 
of the association to violence may vary depending on whether alcohol or drugs are 
used.  Martin and Bryant (2001) have found, for example, that alcohol is more likely 
to precede arrest for a violent crime while illegal drug use, particularly cocaine use, is 
more likely to precede arrest for a property crime.  This difference could be due to a 
number of factors, including differing pharmacological effects and economic 
associations of alcohol and other drugs.  Alcohol is likely to decrease inhibitions 
(Steele & Josephs, 1990), alter expectancies (Critchlow, 1983), reduce self-awareness 
(Bailey, Leonard, Cranston, & Taylor, 1983), and stimulate impulsive behaviors 
(Goldstein, 1985).  Substance use, on the other hand, is likely to suppress hostile 
feelings and aggressive behaviors except during withdrawal, when violence becomes 
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instrumental to overcoming the economic need associated with the control of drugs 
(Goldstein, 1985).         
From a sociocultural perspective, the disinhibiting effect of alcohol and other 
drugs could interact with normative aggressive impulses (e.g., those involved in self-
defense strategies) to increase the risk of violence in non-threatening situations (Parker 
and Rebhun, 1995).  This would suggest that changes in perceptions occur as a result 
of intoxication and that the role of other factors, such as personality and the immediate 
environment, including the location (e.g., in the home versus a bar) and the presence 
of others (e.g., friends, family, or strangers), may play an important role in whether or 
not violence occurs.   
The impact of substance use disorders and intoxication on violence risk 
appears to be related to a wide range of adverse consequences which intervene to 
increase the overall risk of violence: (a) poor adherence to medication (Owen, Fischer, 
Booth, & Cuffel, 1996; Swartz, Swanson, Hiday, Borum, Wagner, & Burns , 1998a; 
1998b); (b) recurrence of psychiatric symptoms (Dixon, McNary, & Lehman, 1998); 
(c) substance-induced exacerbation of agitation and psychotic symptoms (Swartz et 
al., 1998a; 1998b); (d) poor interpersonal relationships (Swanson, Swartz, Estroff, 
Borum, Wagner, & Hiday, 1998; Swartz et al., 1998a; 1998b); and (e) increased 
exposure to dangerous and violent environments surrounding illegal substances 
(Swanson et al., 1998; Swartz et al., 1998a; 1998b).  Underscoring the importance of 
substance abuse in the understanding and management of violence are findings 
indicating that patients who have abstained from substance use for one year (or who 
are further along in their treatment for substance abuse) are more likely to remain in 
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stable remission from psychiatric symptoms and about as likely as patients without 
histories of substance abuse problems to engage in violence (Dixon et al., 1998).  
A third general category of risk factors that has consistently been shown to be 
strongly predictive of violence among psychiatric patients pertains to antisocial 
personality traits, as defined by a diagnosis of Antisocial Personality Disorder (ASPD) 
or by psychopathic qualities.  For example, in their birth cohort study investigating 
rates of violence among psychiatric patients, Hodgins, Mednick, Brennan, 
Schulsinger, & Engberg (1996) found that both men and women with a diagnosis of 
ASPD were more likely than those without these diagnoses to be convicted of a 
violent crime by early adulthood (relative risk for men = 7.2; relative risk for women = 
12.1).   
Although studies investigating the relationship between psychopathy and 
violence have steadily increased over the past decade in forensic settings, those 
investigating the impact of psychopathy on violence risk among civilly committed 
psychiatric patients are only beginning to surface.  The few studies that have been 
conducted with civil patients consistently show a substantial relationship between 
psychopathy and violence risk.  Patients with diagnoses of schizophrenia or 
schizoaffective disorder who have high scores on the Psychopathy Checklist: 
Screening Version (Hart, Cox, & Hare, 1995) have been found to be more likely than 
similar patients with low scores on the PCL-SV to behave violently prior to 
hospitalization (Nolan, Volavka, Mohr, & Czobor, 1999).   
The increased risk of violence associated with psychopathy appears to be 
relatively stable over time.  For example, Douglas, Ogloff, Nicholls, & Grant, (1999), 
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in their review of civilly committed patients, found that patients with higher PCL-SV 
scores at baseline were, at the end of the two year follow-up period, 5 times more 
likely to commit a physically violent act and 14 times more likely to have be arrested 
for a violent crime than those with lower PCL-SV scores.  These results were 
replicated by Monahan et al. (2001), who found that the prevalence of violence for 
patients with high PCL-SV scores was significantly higher than those with low PCL-
SV scores at the end of the one year follow-up period (37.7% versus 13.0%).  In fact, 
in the Monahan et al. (2001) study, psychopathy was found to be the strongest 
predictor of violence, even after controlling for a wide range of factors, including (a) 
criminal and violence history, (b) substance use and diagnosis, (c) Antisocial or other 
Cluster B personality disorders, (c) anger, and (d) demographic characteristics (i.e., 
gender, race, socioeconomic status, education, and estimated verbal IQ).   
Prevalence of Mental Illness among Persons who Commit Violent Acts.  A 
second approach often used to investigate the relationship between mental illness and 
violence is to examine prevalence rates of mental disorders among those who commit 
violent acts.  Similar to studies investigating the prevalence of violent behavior among 
psychiatric patients, researchers using this second approach have consistently found 
significantly higher rates of mental disorders and alcohol/substance use problems 
among jail inmates, including those inmates convicted of violent crimes. 
Early reviews of studies investigating the prevalence of mental disorders 
among prison samples, regardless of the severity of crime, suggested that between 
15% and 20% of prison samples have a mental disorder (Roth, 1980) and between 5% 
and 16% have some form of psychotic disorder (Teplin, 1990).  The prevalence of 
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mental disorders also appears to be considerably higher for inmates convicted of 
violent crimes.  For example, in terms of relative risk, Teplin (1990) found that, 
controlling for age and race, inmates convicted of violent offenses were significantly 
more likely than the general population to have a serious mental disorder (relative risk 
between 3 and 4).  In terms of specific diagnoses, Teplin (1990) found that violent 
inmates were more likely than persons in the general population to have a diagnosis of 
schizophrenia, major depression, and bipolar disorder.   
Several studies have investigated the prevalence of mental disorders among a 
restricted sample of inmates -- those who have been convicted of homicide.  Table 2 
provides a summary of these studies, and shows that between 35% and 53% of 
convicted homicide offenders have a major mental disorder and between 6% and 44% 
have some form of psychotic disorder.  Lindqvist (1986), for example, found that 53% 
of homicide offenders have a major mental disorder.  In a study spanning a 25 year 
period, Gottlieb, Gabrielsen, and Kramp (1987) found that 20% of male homicide 
offenders and 44% of women homicide offenders were diagnosed with a psychotic 
disorder.  In terms of risk, Gottlieb et al. (1987) report that when the psychotic 
diagnosis is present, the risk of having committed a homicide is increased by about 6 
times for men and 16 times for women.  Taylor and Gunn (1984) also found that 
approximately 11% of homicide offenders had a diagnosis of schizophrenia, which is 
considerably higher than that in the general population (0.4%) in an area surrounding 
the prison.  In general, these results are consistent with those of Eronen et al. (1998), 
who found that, in a series of studies investigating male homicide offenders in 
Finland, the rates of schizophrenia are about 8 times higher than in the general 
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population.   
Given that criminal behaviors may be a symptom of Antisocial Personality 
Disorder, it is not surprising to find that violence is often found to be associated with 
this disorder (Repo, Virkkunen, Rawlings, & Linnoila, 1997; Abram, 1989).  Among 
homicide offenders, for example, Eronen, Hakola, & Tiihonen (1996) found that 
11.3% of male homicide offenders and 13.1% of female homicide offenders meet 
criteria for ASPD.  These rates suggest that men with ASPD are 16.8 times more 
likely to commit a homicide, and women with ASPD are 75.7 times more likely to 
commit a homicide (Eronen et al., 1996).  However, in a later report, which describes 
a series of studies conducted with homicide offenders, Eronen et al. (1998) found that 
the odds of committing a homicide for males with ASPD was somewhat smaller 
(11.7), but, arguably, still substantial.   
Psychopathy, a disorder that is behaviorally similar to ASPD but also 
encompasses personality characteristics such as superficial charm and absence of 
conscience, has a well-documented association with violent behavior (e.g., Hare, 
1999; Hare & Hart, 1993).  The association has been found to be particularly strong 
among those convicted of violent crimes (Hare, 1999; Grann, Langstroem, 
Tengstroem, & Kullgren, 1999; Cornell, Warren, Hawk, & Stafford, 1996; Quinsey, 
1995), as well as among mentally ill offenders (Harris, Rice, & Quinssey, 1993; 
Heilbrun, Hart, Hare, Gustafson, Nunez, & White, 1998; Rice & Harris, 1997). 
Given the strong association between substance abuse problems and 
criminality (e.g., buying and selling drugs, stealing, fighting), it is not surprising to 
find high prevalence rates of substance abuse disorders among jail inmates (e.g., 
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39.2% for men and 32.1% for women, according to Eronen et al., 1996).  Among 
violent inmates, Eronen et al. (1998) found that a diagnosis of alcoholism  without an 
additional psychiatric diagnosis  increased the odds of committing a homicide 
tenfold.  Further, consistent with results of studies investigating the prevalence of 
violence among psychiatric patients, co-occurring alcohol and/or substance abuse with 
a major mental disorder appear to be a particularly strong risk factor for violence.  
Cote and Hodgins (1992) found that a large proportion of violent inmates with a major 
mental disorder had a history of alcohol abuse or dependence (83%) while somewhat 
fewer had a history of substance abuse or dependence (64%).   
As noted earlier, increased rates of co-occurring substance abuse and mental 
disorders among violent inmates may be the result of a number of factors, including 
(a) poor adherence to medication (Owen et al., 1996; Swartz et al., 1998a; 1998b); (b) 
recurrence of psychiatric symptoms (Dixon et al., 1998); (c) substance-induced 
exacerbation of agitation and psychotic symptoms (Swartz et al., 1998a; 1998b); (d) 
poor interpersonal relationships (Swanson et al., 1998; Swartz et al., 1998a; 1998b); 
and (e) increased exposure to dangerous and violent environments surrounding illegal 
substances (Swanson et al., 1998; Swartz et al., 1998a; 1998b).    
Challenges to the Association between Mental Illness and Violence 
The primary arguments against the association between mental illness and 
violence have been based on a critique of the methods used in those observing a 
positive relationship.  Several criticisms in particular have been made, including those 
relating to selection bias, inadequate measures of violence (e.g., reliance on official 
records, failure to adequately define violence), and the failure to account for 
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confounding variables.    
Selection Bias.  Studies demonstrating a relationship between mental illness 
and violence often use a unique group of participants, namely, those selected from an 
acute hospital setting (e.g., Soliman & Reza, 2001, Modestin & Ammann, 1995; 
Hodgins, 1992; Stueve & Link, 1997) or those selected from a jail or prison setting 
(e.g., Cote & Hodgins; 1992, Lindqvist, 1986; Eronen et al., 1996).  According to 
Arboleda-Florez, et al. (1998), these populations are not representative of all patients 
with mental illness and, in fact, may be more representative of the most severe and 
often more violent cases.   
With respect to patients in a hospital setting, the argument that studies using 
psychiatric inpatients are biased is especially compelling, considering that the criteria 
for involuntary commitment are, by definition, based on the likelihood that a patient 
will be dangerous to themselves or others.  From this perspective, studies using 
involuntarily committed patients (Soliman & Reza, 2001; Noble & Rodger, 1989) are 
limited in the degree to which they demonstrate a relationship between mental illness 
and violence.  Particularly pertinent to this is the fact that patients are not only 
involuntarily committed by family members and mental health professionals, but are 
often committed by police officers as a deterrent to arrest (Klassen and OConner, 
1988).   Even patients in psychiatric hospitals who were not involuntarily committed 
are likely to have been admitted to the hospital on the basis of psychiatric judgments 
that they will be dangerous (Adams, 1981).  This being the case, one could take the 
perspective that increased rates of violence and arrests following discharge might be 
more of an indicator of the clinicians ability to predict dangerousness rather than any 
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indication that mental illness was a cause of violence (Arboleda-Florez et al., 1998).   
Studies investigating prevalence rates of mental disorders among samples of 
inmates are similarly flawed (Arbodela-Florez et al., 1998).  Several factors could 
explain increased prevalence rates of mental disorders among prison inmates aside 
from those related to severe psychiatric impairment, including (a) poor ability to 
negotiate, either with police (e.g., confessing to a crime) or within the legal system 
(e.g., plea-bargaining), (b) exacerbated fears of future violence among police officers 
and legal decision-makers, (c) misinterpretations of symptomatic behaviors by police 
officers, and (d) difficulty in obtaining adequate counsel due to insufficient means of 
support.  Thus, increased prevalence rates of mental illness among inmates might be 
more of an indicator that patients with mental illness are more likely to be arrested, 
convicted, and imprisoned than non-mentally ill persons (Monahan, 1992).     
Assessing Violence.  Two primary issues are of concern in studies 
investigating the relationship between mental illness and violence: the use of poorly 
defined definitions of violence and the use of inadequate measures of violence.  As 
noted earlier, studies have consistently shown higher rates of mental illness in prison 
populations.  However, many of these studies (e.g., Teplin, Abram, & McClellan, 
1996; Jordon, Schlenger, Fairbank, & Caddell, 1996; and Cote & Hodgins, 1990) do 
not distinguish between prisoners convicted of violent or nonviolent crimes.  Thus, we 
cannot know that violence  and not criminality, more generally  is associated with 
mental illness.  This is underscored by the findings of a recent study (Stuart & 
Arboledda-Florez, 2001) in which the investigators reported that offenders with 
psychotic disorders accounted for only 1% of violent offenses, whereas patients with 
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any non-substance abuse mental disorder accounted for 16% of violent offenses and 
patients with no diagnosis accounted for a 35% of violent offenses. The largest 
proportion of violent offenses in this study was committed by persons with substance 
abuse problems (49%).  
At the other end of the spectrum are studies which use such a restrictive 
definition of violence (e.g., homicide) that a large proportion of violence and types of 
violence may be excluded.  Restrictive definitions of violence pose several problems 
which may preclude the use of such data in drawing conclusions about the relationship 
between mental illness and violence.  First, relative to other types of violence, the 
overall prevalence rates of homicide are low, as are the rates of recidivism among 
homicide offenders, which raises concerns about the power of statistical analyses and 
the generalizability of results.  Second, important factors unique to this population 
(e.g., the impact of varying degrees of probation/parole case management, time spent 
in prison, target of the homicide, situational factors surrounding the homicide) may 
influence the degree to which the results can be explained by other factors, including 
factors related to mental illness. 
The manner in which violence is measured is also an important consideration 
in evaluating the results of studies investigating the relationship between mental 
illness and violence.  The most common measures of violence are official records 
obtained by police agencies.  The difficulties associated with relying on official 
records are well-documented (e.g., questionable comparability across districts, 
Hodgins, 1998; underestimation of the prevalence of antisocial behavior, Lidz et al., 
1993).  Even in epidemiological investigations, in which other methodological 
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concerns (i.e., selection bias) might be addressed, the reliance on official records to 
measure violence can substantially underestimate the rates of violence, among both 
patients and non-patients.  In short, the conclusions drawn from studies relying 
exclusively on official records are only valid to the extent that the information on 
criminal [arrests or] convictions accurately reflect behaviors and that it does so in the 
same way for persons with and without major mental disorders (Hodgins, 1998, p. 
S34).  As discussed earlier, there are many potential factors which may contribute to 
who is arrested and/or convicted, which underscores the importance of relying on 
additional measures beyond official records (e.g., self-report, collateral informant) to 
assess violent outcomes. 
Failure to Account for Confounding Variables.  Another criticism of research 
investigating the relationship between mental illness and violence is the failure to 
account for potentially confounding variables, such as clinical, historical, and 
demographic factors.  Of particular relevance to violence research is the concept of 
confounding by definition, which refers to the likelihood that a mental disorder will 
be diagnosed simply because of the presence of violent behavior.  A number of 
disorders in the DSM-IV include violence as a key feature, including ASPD and 
Borderline Personality Disorder, and several others (schizophrenia, bipolar disorder, 
and substance abuse) include violence as an associated feature.  As a result, the 
association between mental illness and violence may be more an artifact of the 
overlapping definitions between the two (Arboleda-Florez et al., 1998).  A similar 
argument could be made regarding psychopathy, as several key features of the PCL-R 
and PCL-SV, particularly those related to antisocial behaviors, assess history of 
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violent behavior.  In fact, although patients with psychotic symptoms who have high 
psychopathy scores have been found to be more likely to engage in violence, similar 
rates of violence have also been found among patients without psychotic symptoms 
(Appelbaum, Robbins, & Monahan, 2000).  Further, Monahan et al. (2001) found that 
psychopathy was the single best predictor of violence, among both patients and non-
patients.  In short, it could be that higher rates of violence are found among psychiatric 
patients because of the emphasis on violence in some symptoms of mental illness.   
  A related issue is that pertaining to the confounding effect of historical factors, 
such as prior violence and institutionalization.  Perhaps the best-known clinical 
wisdom regarding the prediction of violence is that the best predictor of future 
violence is prior violence.  Not surprisingly, the vast majority of studies investigating 
mental illness and violence risk control for a history of violence.  However, the degree 
to which researchers account for a prior history of institutionalization is less clear.  
Persons who have a history of institutionalization could be more likely than those 
without such a history to behave violently, by definition, since institutionalization is 
often associated with a judgment of dangerousness.  Given that long-term 
hospitalization is less common that it once was, as a result of reduced bed capacity and 
more limited funding for long-term care, it may be that only the most severe cases are 
institutionalized.  In this instance, a history of violence and institutionalization  as 
opposed to mental illness  may be the best predictor of hospitalization and violence.  
These difficulties introduce confounds into studies investigating the relationship 
between mental illness and violence, particularly in those relying on hospital or inmate 
populations (Arboleda-Florez et al., 1998).   
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The relationship between certain demographic variables and violence risk 
among community samples is well documented.  For example, a younger age 
(Swanson et al., 1998; Muntaner, Wolyneic, McGrath, & Pulver, 1998) and lower 
socioeconomic status (Muntaner et al., 1998) have consistently been associated with 
violence risk.  Interestingly, with respect to socioeconomic status, are recent findings 
showing that residing in a socioeconomically disadvantaged neighborhood is more 
predictive of violence than individual socioeconomic status, even after controlling for 
age, gender, race, substance use disorder, psychopathy, and individual socioeconomic 
status (Silver, Mulvey, & Monahan, 1999).  This suggests that studies investigating 
violence risk should not only take into consideration more traditional confounds, 
such as age, race, and socioeconomic status of the participant, but should also attempt 
to account for more complex, contextual factors, such as the type of neighborhood in 
which one resides.  The degree to which this is accomplished in studies to date is not 
known.     
With respect to gender, studies have consistently shown that, in community 
samples, men are at higher risk for violence than women (e.g., Eagley & Steffen, 
1986;  Monahan, 1997; and Muntaner et al., 1998).  This has not been consistently 
found in psychiatric settings and populations, however.  While some studies have 
found a similar gender differences in violence risk among the mentally ill (e.g., 
Eronen et al., 1996; Swanson, 1994), others have found little or no relationship 
between gender and violence among the mentally ill (e.g., Hodgins, 1992; Hodgins et 
al., 1996; Swanson, Holzer, Ganju, & Jono, 1990; Estroff & Zimmer, 1994; and Lidz 
et al., 1993).  Further, some studies suggest that the association between gender and 
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violence risk depends on the type of violence under consideration, or on the target of 
violence, or on clinical factors (i.e., diagnosis) (Stueve & Link, 1998).   For example, 
women have been found to be more likely than men to make violent threats, while 
men are more likely than women to become involved in physical fights or other, more 
serious, forms of violence (Stueve & Link, 1998; Monahan et al., 2001).  Both men 
and women have been found to threaten relatives and non-relatives in equal 
proportions.  However, when involved in violent acts, women are more likely than 
men to direct violence towards relatives (Estroff & Zimmer, 1994; Estroff, Swanson, 
Lachicotte, Swartz, & Bolduc, 1998), while men are more likely than women to 
engage in violence with strangers (Hiday, Swartz, Swanson, Borum, & Wagner, 1998; 
and Newhill, Mulvey, & Lidz, 1995).  Consistent with this, other findings suggest that 
women are more likely than men to engage in violence in the home whereas men are 
more likely than women to engage in violence in public places (Hiday et al., 1998 and 
Newhill et al., 1995).     
With respect to the confounding effects of gender differences in clinical 
factors, Stueve and Link (1998) found that men with diagnoses of depression, 
generalized anxiety disorder, or no diagnosis are more likely than women with these 
characteristics to engage in fighting.  When using a more serious form of violence 
(i.e., weapon use), the authors found that men with diagnoses of psychotic/bipolar 
disorders and depression were more likely than women with these conditions to report 
violent behavior.  Alternatively, women in this study who had phobic diagnoses were 
more likely to become involved in fighting than men with this diagnosis.  Women 
were not more likely than men to use a weapon for any diagnostic category (Stueve & 
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Link, 1998).  Overall, these results suggest that gender is a potentially powerful 
confound in a number of areas (e.g., clinical factors, target of violence).  Further, 
studies to this point, while sometimes controlling for gender differences (or noting 
them when they occur), have often failed to explain why such gender differences 
might exist, and how they might differentially influence violence risk.        
1.2  Conclusions  
 Because of the methodological flaws described earlier, Arboleda-Florez et al. 
(1998) assert that only limited conclusions regarding the association between mental 
illness and violence can be made at present: (a) the prevalence of mental illness 
(particularly substance abuse disorders) among prison populations is higher than in the 
general population, (b) when released into the community, patients are at higher risk 
of subsequent arrest and violence, especially if they have a history of prior arrests and 
violence, or if they experience psychotic symptoms, than the general population; and 
(c) family members, not the general public, are the most likely targets of violence 
among the mentally ill. (Arboleda-Florez et al., 1998).  Further, given the potential 
negative impact of associating mental illness with violence (e.g., stigmatization), 
Arboleda-Florez et al. (1998) suggest that researchers and decision-makers should not 
rely on studies such as those described above to demonstrate that a relationship exists.   
1.3  The Relationship between Mental Illness and Violence: Current Views and 
Problems 
The concept of two opposing viewpoints is increasingly becoming blurred as 
researchers from both perspectives have begun to incorporate additional data and 
sometimes change their views somewhat (Monahan, 1992).  One of the primary 
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reasons for a change in viewpoints among researchers who contended that there was 
no significant relationship between mental illness and violence has been the relatively 
recent findings of epidemiological studies (e.g., Swanson, 1994; Stueve & Link, 1997; 
Hodgins, 1992; and Tiihonen et al., 1997), which, by addressing several 
methodological concerns (e.g., selection bias), have demonstrated somewhat elevated 
risks of violence among psychiatric patients (both treated and untreated) within the 
community (Link, Stueve, & Phelan, 1998).  These studies have strongly suggested 
that there is at least a weak relationship between mental illness and violence.  This, in 
turn, has prompted many researchers to investigate the factors that may explain the 
nature of the relationship between mental illness and violence.     
One explanation of the increased prevalence rates of violence among patients 
with mental illness pertain to the indirect nature of symptoms and/or illness-related 
issues, such as the stage of recovery and specific symptoms constellations.  With 
respect to the stage of recovery among patients with mental illness, for example, 
several studies have demonstrated that the risk of violence is only higher during active 
psychosis or shortly following release from hospitalization (e.g., Steadman et al., 1998 
and Modestin & Ammann, 1996).        
Another argument to suggest that mental illness and violence are indirectly 
related stems from studies finding that specific symptomatology, rather than mental 
illness generally, increases violence risk.  This argument is underscored by the fact 
that an increased risk for violence among patients with schizophrenia-spectrum 
disorders has not been consistently found across studies.  That is, while many studies 
described above have found higher rates of violence among patients with 
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schizophrenia-spectrum disorders (e.g., Link & Stueve, 1995; Link, Andrews, & 
Cullen, 1992; and McNiel, Eisner, &  Binder, 2000), other studies have found no 
significant difference between these groups. For example, one study found only a 
marginal difference between violent patients with schizophrenia (32.7%) and 
nonviolent patients with schizophrenia (23.2%) or between violent patients with 
schizoaffective disorder (6.1%) and nonviolent patients with schizoaffective disorder 
(3.5%; Soliman & Reza, 2001).  Another study found that patients who report 
delusions are no more likely to engage in violent behavior following hospitalization 
than those who deny the presence of delusions (Appelbaum et al., 2000).   
The inconsistency of reports regarding the association between major mental 
disorders and violence suggests that another factor, perhaps associated with symptoms 
of major mental disorders, may contribute to the relationship.  Studies exploring the 
role of specific symptoms, such as the content of delusions, provide some support for 
this hypothesis.  For example, Link and Stueve (1994) have identified a group of 
symptoms related to psychosis  threat/control-override symptoms  that may help 
to explain why some persons with psychotic disorders are prone to violence while 
others are not.  According to Link & Stueve (1994), when a person feels threatened, 
and when his or her internal controls are compromised, patients may begin to see 
violence as an understandable response (i.e., defense) against harmful behavior.  
Several studies investigating the mediating role of threat/control-override symptoms 
and violence have found that these symptoms are positively related to violence (Link 
& Stueve, 1994; Link et al., 1998; Link, Monahan, Stueve, & Cullen, 1999), and thus 
suggest that mental illness is related to violence only for a subset of patients (i.e., 
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those with certain types of symptoms, such as delusions of a threat/control-override 
nature).   
However, these findings have also not been consistently replicated.  For 
example, Appelbaum et al. (2000), using a prospective, longitudinal design, found that 
patients with threat/control-override symptoms were at a lower risk for violence than 
those without such delusions at the end of the first 10-week follow-up period.   
Perhaps it has been the persistent inconsistencies regarding the role of clinical 
factors in explaining violence among patients with mental illness that has prompted 
some researchers to investigate the influence of more contextual factors, such as those 
pertaining to the role of ones environment (i.e., social support), in explaining why 
certain individuals are at increased risk for violence.  That is, violence does not occur 
in a vacuum and, as such, when assessing for violence risk, clinicians must consider an 
individuals relations with other people and circumstances.  Compared to other areas 
related to violence (e.g., demographic and clinical characteristics), the role of social 
factors in explaining violence has only recently begun to surface.  However, as will be 
discussed shortly, this line of research offers several possibilities, both in terms of 
predicting and managing violence risk.   
One commonly held belief pertaining to social support is that there is a 
negative relationship between the number of social support persons available and 
violence risk.  That is, many believe that social support, as measured by the numbers 
of persons available, is a protective factor against violence.  However, when 
considered independently of other social support factors (e.g., satisfaction with 
relationships), the number of persons available for support has not been found to be 
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related to violence risk (Estroff & Zimmer, 1994; Estroff et al., 1998).  This suggests 
that, with respect to violence risk, clinicians and researchers must consider a wider 
variety of indices of social support in understanding the relationship between social 
contextual factors and violence.  
The complexity of determining whether social support by itself is a protective 
or risk factor for violence also becomes apparent when considering the relationship 
between the frequency of contact with social support persons and violence risk.  For 
example, Swanson et al. (1998) found that when considered alone, the frequency with 
which one has contact with social support persons is unrelated to violence risk.  
However, when stratified by impairment, as measured by the Global Assessment of 
Functioning scores, the authors found a significant interaction.  For those with lower 
functional abilities, less contact with family and friends was associated with a lower 
risk of violence, while frequent contact was associated with a higher risk of violence.  
The reverse was found for patients with higher functional abilities: less contact with 
family and friends was associated with a higher risk of violence while frequent contact 
was associated with a lower risk of violence.   
These results underscore the notion that there is a complex relationship 
between mental illness and violence risk that is moderated, in different ways for 
different subgroups, by social factors.  This viewpoint is further supported by research 
suggesting that other, clinically-related variables are differentially related to social 
support and violence risk.  For example, Nestor et al. (1995) found that a significant 
proportion of violent acts committed by psychiatric patients are motivated by 
organized delusions about specific significant others (e.g., beliefs that family members 
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have been replaced by others).    Another indirect but powerful interaction between 
mental illness and violence involves the impact of substance abuse on social 
relationships.  Swanson et al., (1998) suggest, for example, that substance abuse could 
disinhibit aggressive impulses, exacerbate delusions, contribute to nonadherence with 
treatment, expose one to dangerous environments, or could increase the overall stress 
level of the patients (both economically and psychologically).   
Another factor that has been related to violence risk is the types of persons 
comprising ones social network.  For example, patients with only family members 
within their social networks are more at risk of violence than those with more 
variability in the types of persons making up their networks (e.g., family, friends, and 
mental health professionals; Estroff et al., 1998).   
Several possible explanations for these finding exist, including the 
development of a more hostile environment as a result of (a) family members 
psychiatric or emotional difficulties, (b) the stressors, challenges, and/or burdens 
experienced among family members (Estroff et al., 1998), (c) the fears of family 
members related to mental illness (Estroff et al., 1998) and violence risk in particular, 
and (d) difficulties among family members ability to cope with patients of mental 
illness.  These hypotheses are supported by findings indicating that persons living 
within the home are at increased risk of being a target of violence by a patient with 
mental illness, regardless of his or her relation to the patient (Steadman et al., 1998); 
that support persons who provide instrumental support in the form of financial 
assistance (to the degree that the patient is financially dependent on him or her) are 
more likely to be targeted for violence (Estroff et al., 1998), and that family members 
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are the most likely target of violence among patients with mental illness (Estroff et al., 
1998; Steadman et al., 1998).   
Additional support for hypotheses pertaining to the development of a hostile 
environment as a result of symptoms of mental illness and difficulties in social support 
comes from studies investigating the impact of patients perceptions of persons in their 
social support networks.  Estroff & Zimmer (1994), for example, found that violent 
patients were more likely than nonviolent patients to perceive themselves as friendly 
and less hostile but to view their significant others as more attacking.  Thus, patients at 
risk for violence appear to be more likely than others to perceive threats, whether real 
or imagined, from persons in their social support networks.  This suggests that 
clinicians should not only assess the amount and type of social support available for 
patients, but should also assess the overall quality of social support, defined, in part, 
by the patients perceptions of, and interactions with, persons in their social support 
network.        
Conclusions 
 Although research has demonstrated that a relationship between mental illness and 
violence exists, the relationship between the two is complex and, at times, rather weak.  
Those asserting a strong, direct, causal relationship between mental illness have 
recently been challenged by findings showing that the interaction of a variety of other 
factors, including demographic, social, and situational variables, are more predictive 
of violence among persons with mental illness than of any single clinical variable 
(e.g., diagnosis) or group of clinical variables (e.g., psychosis, delusional beliefs) 
taken together (Monahan et al., 2001).   Overall, it appears that the accurate prediction 
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of violence among the mentally ill requires a contextual approach in which a variety of 
factors and their interactions should be considered for a given individual.  From this 
perspective, it becomes clear that environmental factors, and, in particular, ones 
social milieu, become important sources of information, both in predicting violent 
behavior and in managing the risk that one might behave violently.     
Despite increased accuracy in the prediction of violence among persons with 
mental illness, additional research is needed that explains how and to what extent 
social factors, such as the amount of social contact a person experiences and the type 
of support received, serve as both protective and risk factors for violence.  In addition, 
it is unclear if the relationship between social contextual factors and violence risk is 
similar for those with and without mental illness.  Thus, research is needed that 
directly compares the role of social contextual factors between those with and without 
severe mental illness.  Also, given the social and environmental nature of this type of 
research, additional outcomes of violence, such as to whom and where violence 
occurs, should be explored.  A better understanding of violence risk, as well as the 
nature of violence when it does occur, among those with and without severe mental 
illness would improve the assessment of violence risk, the identification of potential 
targets and environmental triggers of violence, and the development of individualized 
interventions that targets specific dynamic protective and risk factors. 
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CHAPTER 2: HYPOTHESES 
Based on previous research relevant to violence risk and the role of social 
contextual factors in predicting violence risk, the purposes of this study were to 
investigate the relationship between social contextual factors and violence risk, to 
whom violence occurs (i.e., targets of violence), and the location of violence among 
patients and community respondents. 
2.1  The Relationship between Social Contextual Factors and Violence Risk for 
Patients and Community Respondents 
 
The first set of hypotheses relate to examining the relationship between social 
contextual factors and violence risk among patients and community respondents.  
Specifically, the degree to which the occurrence of serious acts of violence can be 
accounted for by the following social context variables was determined, for both 
patients and community respondents: (a) marital status; (b) amount of social contact; 
(c) whether or not one has a stable place of residence (i.e., stability of residence); (d) 
number of persons residing in the home; (e) number of persons providing instrumental 
support; (f) number of persons providing emotional support; (g) number of mental 
health professionals within the social support network; and (h) number of negatively 
perceived persons within the social network.  Comparisons were made to determine if 
the relationship between social contextual factors and violence are similar for patients 
and community respondents.  It was hypothesized that when the rates of violence 
among patients and community respondents are observed, they would be accounted 
for, in part, by differences in social contextual factors.           
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2.2  The Relationship between Social Contextual Factors and Targets of Violence for 
Patients and Community Respondents  
 
 A second set of hypotheses relate to determining to whom participants behave 
violently.  The relative impact of social contextual factors, including (a) marital status; 
(b) amount of social contact; (c) whether or not one has a stable place of residence 
(i.e., stability of residence); (d) number of persons residing in the home; (e) number of 
persons providing instrumental support; (f) number of persons providing emotional 
support; (g) number of mental health professionals within the social support network; 
and (h) number of negatively perceived persons within the social network, on the odds 
of being a target of violence (stranger versus family member or friend) were 
examined.  Comparisons were made to determine if the relationship between social 
contextual factors and the targets of violence differ for patients and community 
respondents.  Based on previous research, it was hypothesized that participants would 
be more likely to behave violently towards family members and friends than towards 
strangers.  No differences were expected to exist between patients and community 
respondents with regard to persons targeted for violence.   
2.3  The Relationship between Social Contextual Factors and Location of Violence for 
Patients and Community Respondents 
 
 A third set of hypotheses relate to where violence occurs among patients and 
community respondents.  The odds of violence occurring within the home setting or 
outside of the home were predicted from the following social contextual factors: (a) 
marital status; (b) amount of social contact; (c) whether or not one has a stable place 
of residence (i.e., stability of residence); (d) number of persons residing in the home; 
(e) number of persons providing instrumental support; (f) number of persons providing 
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emotional support; (g) number of mental health professionals within the social support 
network; and (h) number of negatively perceived persons within the social network.  
Comparisons were also made to determine if the relationship between the location of 
violence and social contextual factors differs for patients and community respondents.  
It was hypothesized that patients would be more likely than non-patients to engage in 
violence outside the home while non-patients would be more likely than patients to 
engage in violence inside the home environment.    
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CHAPTER 3: METHOD 
3.1  Participants  
The data to be used in this study were originally collected as part of the 
MacArthur Violence Risk Assessment Study (Monahan et al., 2001).  This dataset has 
now been archived and made available to other researchers.  Two groups of 
participants were included in the study: patients recently admitted to one of three 
psychiatric facilities and respondents recruited from a community setting.   
Patient Sample.  Participants were drawn from acute inpatient facilities at three 
sites: a university-based specialty hospital in Pittsburgh, Pennsylvania (Western 
Psychiatric Institute and Clinic); a public mental health center in Kansas City, 
Missouri (Western Missouri Mental Health Center); and a university-based general 
hospital and a state hospital in Worcester, Massachusetts (University of Massachusetts 
Medical Center and Worcester State Hospital).  Criteria for inclusion in the study 
required that the patient be (a) civilly committed to the psychiatric hospital (b) 
between the ages of 18 and 40 years, (c) English speaking, (d) White or African 
American ethnicity (or Hispanic in Worcester only), and (e) diagnosed in the medical 
records as having schizophrenia, schizophreniform disorder, schizoaffective disorder, 
depression, dysthymia, mania, brief reactive psychosis, delusional disorder, alcohol or 
other drug abuse or dependence, or a personality disorder. A stratified random 
sampling design was used to maintain a consistent distribution of demographic 
characteristics (i.e., age, gender, and ethnicity) across sites.   
Patients eligible for participation in the study were approached by research 
interviewers following admission to the psychiatric hospital and asked to give consent 
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to participate in the study.  On average, patients were approached within 4.5 days after 
the patients hospital admission.  Patients who were not approached within 20 days of 
their hospitalization were excluded from the study.   
During the study period, 12,873 patients were admitted to the three study sites, 
and 7,740 met criteria for inclusion in the study.  Of these, 1,695 patients were asked 
to participate in the study.  The refusal rate was 29% (N = 492), which resulted in a 
sample size of 1,136 patients who were interviewed in the hospital.  The majority of 
the patients were White (69.1%), male (58.7%), and single (57.4%).  The average age 
of the patients was 29.73 years (see Table 3).       
Community Sample. Participants in the community sample were identified by 
the University of Pittsburghs Center for Social and Urban Research and were selected 
so that the distribution of pertinent demographic information (i.e., SES of 
neighborhood) was consistent with that of the Pittsburgh patient sample.  In addition, 
respondents were required to (a) have lived in the same residence for two months, (b) 
be between the ages of 18 and 40 years, and (c) be of either White or African-
American ethnicity.     
During the study period, 5,175 households were contacted via telephone or 
mailings and asked to participate in a screening to participate in a study.  Of these, 
3,304 agreed to the screening process.  A total of 1,306 were found to be eligible to 
participate in the study.  The refusal rate was 57%, resulting in a community sample 
size of 519 participants.    
The majority of the 519 community respondents were female (62%).  The 
average age was 31.04 years.  Approximately 58.8% of the community respondents 
34 
 
 
were White and 41.2% were African American (see Table 3).   
3.2  Measures  
Violence.  The outcome variable, violence, was defined three ways.  First, the 
occurrence of violence, as defined by throwing, pushing, grabbing, shoving, slapping, 
kicking, biting, choking, hitting, sexually assaulting, or threatening with or using a 
weapon, was coded as a dichotomous variable.  This definition of violence is 
consistent with what Monahan et al. (2001) refer to as serious acts of violence.  For 
ease of comparison with Monahan et al. (2001) studies, the same phrase will be used 
throughout this study. Second, among those who engaged in serious acts of violence, 
the target of violence was coded dichotomously (i.e., stranger versus family member 
or acquaintance/friend).  Third, the location of violence was coded as a dichotomous 
variable (i.e., within the home versus outside the home).  Serious acts of violence was 
measured using official records obtained by local police agencies and by an expanded 
version of the Conflict Tactics Scale (Gelles & Straus, 1988), which was administered 
to both the participant and a collateral informant.  The expanded version of the 
Conflict Tactics Scale assesses whether a person engaged in any of eight categories of 
aggressive behaviors in the past 10 weeks: (a) pushing, grabbing, or shoving; (b) 
kicking, biting, or choking; (c) slapping; (d) throwing an object; (e) hitting with a fist 
or object; (f) sexual assault; (g) threatening with a weapon in hand; and (h) using a 
weapon. When a behavior was endorsed, the participants were asked to report the 
number of times the behavior occurred and to provide descriptions of the incidents 
(e.g., participants, location, and level of injury). If multiple serious acts of violence 
were associated with a particular incident, only the most serious act that occurred 
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during the incident was coded.  Likewise, if multiple targets or locations were 
endorsed, the most unusual instance (i.e., stranger, outside of the home) was coded.  
 Social Context Variables 
 Marital Status.  Participants were asked their current marital status, which was 
coded as single, married, separated or divorced, or widowed.   
Amount of Social Contact.  To ascertain the amount of contact between 
participants and those persons listed in their social networks, participants were asked 
to describe how much contact they typically have with up to five members of their 
social support networks they considered to be most important.  Responses were 
grouped according to whether participants had contact with social support persons on 
a (a) daily basis, (b) 1-6 times per week, (c) 1-3 times per month, (d) several times a 
year, or (e) once a year or less.   
 Stability of Residence.  Participants were asked to describe their current place of 
residence and if they lived there off and on or steadily. 
 Number of People in the Residence.  Participants were asked how many persons 
currently reside in their households. 
 Type of Social Support. Two types of social support were assessed during each 
interview: instrumental support, defined as support involving help with daily living 
activities (e.g., shopping, budgeting, cleaning) and emotional support, defined as 
support involving help with problems in the form of assurance and advice-giving.   
 Mental Health Professionals.  Participants were asked to provide the names of any 
mental health professionals, including social workers, case managers, psychologists, 
and psychiatrists, with whom they have contact.  These responses were totaled as a 
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measure of the number of mental health professionals within the social support 
network. 
Perceptions of Social Network.  For each social support person mentioned, 
participants were asked a series of questions to determine whether or not any negative 
perceptions existed.  Specifically, participants were asked if (a) there was anyone who 
asks so much of them that they are bothered, (b) there was anyone who they do not 
like or who tends to upset them and (c) there was anyone with whom they tend to have 
disagreements or conflicts.  For each of these questions, the names of the persons were 
listed and the total number of persons mentioned was recorded.  Also, if participants 
indicated that there was someone with whom they tend to have disagreements or 
conflicts, they were asked to specify whether or not they have contact with that 
person. 
3.3  Procedure  
Patient Sample.  Patients who agreed to participate in the study were 
interviewed twice during their hospitalization.  During the first interview, conducted 
by a research interviewer, patients were asked to provide demographic and historical 
information (e.g., previous hospitalizations, family history, previous incidents of 
violence, social support).  The second interview, conducted by a research clinician, 
was used to confirm the chart diagnosis using the DSM-III-R Checklist (Janca & 
Helzer, 1990 and/or the Structured Interview for DSM-III-R Personality (SID-P; 
Pfohl, Blum, Zimmerman, & Stangl, 1989).  Discrepant diagnoses, which occurred in 
14% of the cases, were resolved by consulting with a psychiatrist at each site.  Patients 
were asked to identify a collateral informant, who was most familiar with his or her 
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behavior in the community and who preferably had at least weekly contact with the 
patient.  The collateral informant was then interviewed to obtain information regarding 
his/her relationship to the patient, as well as his or her opinions regarding the patients 
current living, work, and clinical status, alcohol and drug use, and involvement in 
serious acts of violence.   
Although patients were also interviewed every 10 weeks over a 1-year period 
following discharge from the hospital, data was only used from the initial hospital 
interviews so that comparisons could be made between patients and community 
respondents, who were only interviewed once (described below).  
 Community Sample.  Community respondents eligible for participation in the study 
were interviewed once during the study period.  During the interview, respondents 
were asked to provide demographic information, and to describe their living situation, 
alcohol and substance use, interpersonal relationships, and involvement in serious acts 
of violence over the previous 10 weeks.  As with the patient sample, community 
respondents were asked to identify a collateral informant who was familiar with his or 
her behavior in the community and with whom they had at least weekly contact.  The 
collateral informant was then interviewed to obtain information regarding his/her 
relationship to the respondent, as well as his or her opinions regarding the 
respondents current living, work, alcohol and drug use, and involvement in serious 
acts of violence.  Finally, arrest records were obtained for each of the respondents to 
obtain additional information pertaining to violent behaviors that have occurred in 
adulthood and over the previous 10 weeks.  
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3.4  Data Analysis 
 Descriptive and bivariate correlational analyses were used to explore the 
associations between the social contextual factors described above and violence risk, 
targets of violence, and the location of violence for all participants and separately for 
patients and community respondents.  Three separate binary logistic regression 
analyses, using the forced-entry method, were used to examine the relative effects of 
social contextual factors on the odds of each of the three dependent measures: (a) 
violence risk (violence versus no violence), (b) target of violence (stranger versus 
family or acquaintance/friend), and (c) location of violence (in the home versus 
outside the home).  To determine if the relationship between social contextual factors 
and violence changed, or was moderated by, patient status, additional logistic 
regression analyses were conducted, with interactions between patient status and each 
of the social contextual factors entered into the analysis, for each of the outcome 
measures.  To provide further explanation of the differences between the effect of 
social contextual factors and each of the outcome measures, separate binary logistic 
regression analyses were conducted for patients and for community respondents.   
 To determine if the relationship between social contextual factors and violence risk 
could be explained, or was mediated, by patient status, a four-step method described 
by Baron and Kenny (1986) was used.  This method involved demonstrating a 
significant relationship between (1) the predictor variables (i.e., social contextual 
factors) and the dependent measure (i.e., violence risk) through binary logistic 
regression; (2) the predictor variables (i.e., social contextual factors) and the potential 
mediator (i.e., patient status) through binary logistic regression; (3) the potential 
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mediator (i.e., patient status) and the dependent measure (i.e., violence risk) through 
binary logistic regression; and (4) the predictor variable (i.e., social contextual 
factors), the potential mediator (i.e., patient status), and the dependent measure (i.e., 
violence risk) through a hierarchical logistic regression analysis.  According to Baron 
and Kenny (1986), a mediating effect is indicated when all four analyses are 
significant; a partial mediating effect is indicated when only the first three steps yield 
significant results.        
 Assumptions of Logistic Regression.  According to Grimm & Yarnold (1997), 
logistic regression analysis assumes that (1) the outcome is a dichotomous variable 
taking the value 1 with probability P1 and the value 0 with probability P0 = 1  P1 
(Grimm & Yarnold, 1997, p. 220); (2) the outcomes are statistically independent; (3) 
the model is correctly specified; (4) the categories under analysis are mutually 
exclusive and collectively exhaustive; and (5) the number of observations is large, 
which is related to power, or the probability of detecting a significant effect when one 
exists.  In addition, when assessing multiple independent variables, it is important to 
assess for multicollinearity, or the degree to which the independent variables are 
intercorrelated.  Statistically, multicollinearity can lead to difficulties in finding 
statistically significant results and in the interpretation of predictors.  Multicollinearity 
can also lead to unstable predictor equations and redundant variance (Grimm & 
Yarnold, 1997, Filed, 2000). 
As described above, the outcomes of interest are (1) violence risk (whether or not a 
serious act of violence occurred); (2) target of violence (stranger versus 
family/acquaintance/friend); and (3) location of violence (in the home versus outside 
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the home).  Each of these outcomes is dichotomous and since only the most severe 
outcome (e.g., stranger, outside the home) was coded, the outcomes are also 
statistically independent.   
 The specificity of the models assessed in this study is limited to the extent that this 
study seeks to explore the relevant impact of social contextual factors and not to 
confirm an overall model of violence.  In addition, it is likely that other aspects of 
social support, such as the quality of the interactions of the participants and support 
persons, play a role in the prediction and management of violence risk.  The goal, in 
selecting the variables of interest for this study, was to identify several key social 
contextual factors (e.g., marital status, amount and type of support provided) that have 
been found to be related to serious acts of violence in previous studies, in addition to a 
select few (e.g., number of negatively perceived persons, stability of residence) that 
have not been fully explored in the context of the outcome variables.  An additional 
aim was to limit the variables so that the results would be meaningful and clinically 
useful and to guard against possible multicollinearity.   
 According to Grimm & Yarnold (1997), approximately 50 participants per 
predictor are sufficient for hypothesis testing using logistic regression.  In the present 
study, there were 31 predictors, including the levels of dummy-coded variables (i.e., 
marital status, amount of social contact) and those included in moderation analyses 
(e.g., patient status by amount of social contact).  Using the general guidelines of 
Grimm & Yarnold (1997), there should be at least 1,550 participants in the current 
study to detect significant results when they exist, thereby reducing the risk of a type I 
error.  The number of participants (N = 1,655) in the current study is therefore 
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sufficient for the proposed logistic regression analyses.  In addition, post-hoc power 
analyses revealed that for the first set of logistic regression analyses, in which there 
were at least 1,580 participants and 31 predictors (including dummy-coded variables 
and interactions), there was sufficient power to detect significant results (Lambda = 
195.13, Critical F (31, 1548) = 1.70, Power = 1.00).  For the second and third set of 
logistic regression analyses, in which there were 591 participants and 31 predictors 
(including dummy-coded variables and interactions) there was also sufficient power to 
detect significant results (Lambda = 72.99, Critical F (31, 559) = 1.72, Power = 
.9989).      
 To assess for multicollinearity, a correlational analysis was conducted between 
each of the independent variables.  Results of this analysis are presented in Table 4.  
Although some relationships were statistically significant, the magnitudes of the 
correlations were small to moderate (ranging from r = -0.01 to r = 0.25), indicating 
that a low degree of multicollinearity exists in this study.  In addition, collinearity 
diagnostics were computed for the independent variables within a linear regression 
model using version 10 of SPSS.  Results of this analysis produced variable inflation 
factors (VIF) between 1.008 to 1.069.  According to Field (2000), VIF values larger 
than 9 indicate the presence of multicollinearity.  Based on these guidelines, as well as 
the intercorrelations described above, it can be inferred that multicollinearity is of 
minimal concern in the current study.   
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CHAPTER 4: RESULTS 
4.1  Serious Acts of Violence among Patients and Community Respondents 
 The first set of hypotheses pertained to the differences in social contextual factors 
and violence risk between patients and community respondents.  The following 
sections provide a summary of descriptive statistics comparing the rates of serious acts 
of violence and differences in social contextual factors among patients and community 
respondents; bivariate correlation analyses of social contextual factors and violence 
risk among patients and community respondents; and binary logistic regression 
analyses investigating the odds of violence at baseline for patients and community 
respondents. 
 Rates of Violence 
 A total of 35.7%, of patients and community respondents had been involved in 
some form of serious violence, as defined by a significant violent threat or any violent 
behavior, during the previous ten weeks.  Patients (43.4%) were significantly more 
likely than community respondents (18.9%) to have engaged in a serious act of 
violence (χ2 = 93.26, df = 2, p<.0001). 
 Social Contextual Factors among Patients and Community Respondents 
 Table 5 presents the characteristics of social contextual factors among patients and 
community respondents.  There were significant differences between patients and 
community respondents with respect to each of the social contextual factors, with 
patients reporting more problems with social support than community respondents.  
Patients (25.4%) were more likely than community respondents (14.1%) to be 
separated or divorced while community respondents (31.0%) were more likely than 
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patients (16.4%) to be married (χ2 = 57.98. p<.0001).  Community respondents were 
also more likely than patients to have frequent contact with important social support 
persons; approximately 95% of community respondents, compared to approximately 
85% of patients, reported at least daily or weekly contact with social support persons 
(χ2 = 32.37, p<.0001). Community respondents (92.6%) were also more likely than 
patients (78.9%) to report having a stable place of residence (χ 2 = 48.01, p<.0001) and 
to have having fewer persons living in the home (M = 4.19, SD = 6.54) than did 
patients (M = 6.58, SD = 27.21; t = 4.95, p = .05).  Regarding the type of support 
provided, community respondents reported having somewhat more instrumental (M = 
1.53, SD = 1.28) and emotional support (M = 7.07, SD = 4.83) persons than did 
patients (M = 1.26, SD = 1.18 and M = 4.98, SD = 3.47; t = -4.29, p<.0001 and t = 
9.97, p<.0001, respectively).  Patients, on the other hand, reported having somewhat 
more mental health professionals (M = 0.73, SD = 0.89) than community respondents 
(M = 0.39, SD = 0.73) in their social support systems (t = 7.47, p<.0001).  Patients 
were also more likely than community respondents to report having more negatively 
perceived persons (M = 1.85, SD = 2.89 versus M = 0.72, SD = 1.40) as part of their 
social networks (t = 8.44, p<.0001).  
 Bivariate Relationships between Violence and Social Contextual Factors 
 Spearmans rho correlations between serious acts of violence and social contextual 
factors are presented in Table 6.  Overall, the magnitude of the relationships between 
serious acts of violence and social contextual factors was generally quite small. 
For all participants, violence was associated with less stability in where one resides (r 
= -0.12, p<.0001), less emotional support (r = -0.11, p<.0001), increased numbers of 
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persons residing in the home (r = 0.07, p=.003), and with increased numbers of 
negatively perceived persons within ones social context (r = 0.17, p<.0001).  Among 
patients, violence was significantly associated with less social contact with important 
persons (r = -0.08, p=.007), less stability in where one resides (r = -0.10, p=.001), and 
with increased numbers of negatively perceived persons within ones social network (r 
= 0.13, p<.0001).  For community respondents, violence was significantly associated 
with increased numbers of persons residing within the home (r = 0.20, p<.001), more 
instrumental support (r = 0.10, p=.019), less emotional support (r = -0.09, p=.041), and 
with increased numbers of negatively perceived persons within ones social network (r 
= -0.11, p=.011).   
 The Effect of Social Contextual Factors on the Odds of Serious Acts of Violence 
among Patients and Community Respondents     
 
 The first set of hypotheses predicted that social contextual factors, as defined by 
marital status, amount of contact with important social support persons, stability of 
residence, number of people living in current residence, number of negatively 
perceived persons in the social network, and amounts of instrumental, emotional, and 
mental health professional support, would significantly improve the prediction over 
chance of serious acts of violence among patients and community respondents.  A 
logistic regression analysis, using the forced-entry method, was used to estimate the 
effects on the odds of violence attributable to differences in social contextual factors 
for all participants during the previous 10 week period.  Overall, the model was 
statistically significant (-2LL = 1973.443; Hosmer and Lemeshow Goodness of Fit X2 
= 12.540, df=8, p=.129) and accounted for a small proportion of the variance (Cox and 
Snell R2 = .053, Naelkerke R2 = .073).   
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 The ability of the model to discriminate participants who were violent and those 
who were not violent during the preceding ten week period was further evaluated 
using Receiver Operating Characteristic (ROC) curve analysis.  Using the models 
classification rates, the ROC curve plots the models sensitivity, or ability to detect a 
phenomenon (e.g., violence) when it is present, and 1  the models specificity, or 
ability to detect the absence of a phenomenon when it is not present (Hosmer & 
Lemeshow, 2000).  Figure 1 presents the results of the ROC curve analysis.  The area 
under the ROC curve was statistically significantly (Area Under the Curve = .55, 
P<.001); however, the degree of discrimination was minimal.  Table 7 summarizes the 
classification characteristics of the model.  The specificity of the model was higher 
(93.4%) than the sensitivity of the model (16.3%), indicating that the model was better 
at classifying nonviolent participants than violent participants.  The overall 
classification rate (i.e., hit rate) was 65.9%; however, given the relatively low 
sensitivity of the model, this value is somewhat misleading.  Stated another way, the 
positive predictive power (i.e., degree to which the model is able to identify true cases 
of violence when they occur while taking into account the base rate of violence) was 
low (8.8%) for this model while the negative predictive power (i.e., degree to which 
the model is able to identify nonviolence when violence does not occur) was higher 
(66.8%).  Thus, the models overall significance, it does not appear that social 
contextual factors substantially improve the prediction of violence among the 
participants.        
 Despite the limited practical usefulness of the model, a consideration of the 
significant variables that emerged might provide a better understanding of the social 
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factors most likely to influence violence risk.  Table 8 presents the logistic regression 
coefficients (B), which represent the change in the natural logarithm of the odds ratio 
and indicates the direction of change per unit of the predictor variable, and the odds 
ratios (OR), which estimate the magnitude of change in the odds of violence risk per 
each unit increase in each predictor variable. For example, the variable instability of 
residence has a positive regression coefficient (B = 0.573), indicating a positive 
relationship between instability of residence and the odds of a serious act of violence 
occurring.  That is, the odds of a serious act of violence increase as the instability of 
ones residence.  The odds ratio for instability of residence was 1.78, indicating that 
the odds of violence increased 1.78 times for participants who did not have a stable 
place of residence, as compared to those who did report having a stable place of 
residence (Wald =  16.041, df = 1, p<.0001, CI = 1.340, 2.35).  Other variables that 
were significant in the model were emotional support and numbers of negatively 
perceived persons in the social support network.  As Table 8 demonstrates, less 
emotional support (B = -0.078, OR = 0.93, Wald = 22.972, df = 1, p<.0001, CI = 0.90, 
0.96) and having more negatively perceived persons (B = 0.121, OR = 1.13, Wald = 
26.643, df = 1, p<.0001, CI = 1.08, 1.18) significantly increased the odds of serious 
acts of violence during the preceding 10 week period.     
 The Moderating Effect of Patient Status and the Odds of Serious Acts of Violence 
among Patients and Community Respondents  
 
 The strength or direction of the relationship between a set of predictor variables and 
a dependent variable can be influenced or changed by the effect of a moderating 
variable.  Thus, a moderating variable is one that further explains the relationship 
between a set of predictor variables and a dependent variable.  If a moderating effect is 
47 
 
 
found, then the relationship between a set of predictor variables and the dependent 
variable changes as a function of the moderator and depending on the level of the 
moderator.  The current study sought to determine if the relationship between social 
contextual factors and violence risk changed as a function of patient status, that is, if 
the effect of social contextual factors on the odds of violence was different for patients 
than for community respondents.  To determine if the relationship between social 
contextual factors and violence risk changes as a function of patient status, a separate 
binary logistic regression analysis was conducted, with interactions between patient 
status and each of the social context variables entered into the analysis.  The model 
was statistically significant (-2LL = 1905.423, Hosmer and Lemeshow Goodness of 
Fit χ2 = 5.137, df = 8, p=.743), indicating that the prediction of serious acts of violence 
is improved by considering the moderating effect of patient status in the relationship 
between social contextual factors and violence risk.  The efficacy of the model also 
improved (Cox and Snell R2 = 0.09 and Nagelkerke R2 = 0.13).  Taken together, it can 
be inferred that the second model, which includes interactions of patient status, better 
accounts for the prediction of serious acts of violence than did the first model, 
particularly among participants who were violent.   
 To further examine the practical significance of the model utilizing a moderating 
effect of patient status, a ROC curve analysis was conducted.  Figure 2 presents the 
results of the ROC curve analysis.  The area under the ROC curve was statistically 
significantly (area under the curve = .56, P<.0001), but only a slight improvement 
over that of the model without the moderating effect of patient status (area under the 
curve = .55); the degree of discrimination remains minimal.  Table 9 summarizes the 
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classification characteristics of the model.  As was the case in the previous analysis, 
the specificity of the model was higher (88.3%) than the sensitivity of the model 
(23.9%), indicating that the model was better at classifying nonviolent participants 
than violent participants.  It is noteworthy, however, that the sensitivity is improved 
with the moderated model (23.9%) than with the model without the moderated effect 
of patient status (16.3%).  For the moderated model, the overall classification rate was 
65.3%, which is somewhat smaller than that of the model that did not include a 
moderation effect of patient status (65.9%).  Additionally, the negative predictive 
power (NPP) and positive predictive power (PPP) of the moderated model were 67.6% 
and 53.1%, which only differs slightly from that observed in the model without the 
moderating effect of patient status (NPP = 66.8% and PPP = 57.8%).          
 Significant regression coefficients and odds ratios, with their confidence intervals 
are presented in Table 10.  The odds of violence increased for those with less 
emotional support (OR = 0.92, Wald = 6.158, df = 1, p=.013, CI = 0.861, 0.983) and 
for those with more negatively perceived persons within their social networks (OR = 
1.16, Wald = 4.248, df = 1, p=.039, CI = 1.01, 3.43).  A significant interaction was 
found between patient status and amount of social contact such that increased contact 
(i.e., daily social contact, compared to less than once per year contact) increased the 
odds of violence in the preceding 10 week period by almost three times for community 
respondents but not for patients (OR = 2.871, Wald = 7.448, df = 1, p=.006, CI = 1.35, 
6.12).  Table11 presents the rates of violence and amount of contact with others 
among patients and community respondents.  As can be seen from the table, both 
patients and community respondents who have increased contact with others (29.6% 
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of patients and 15.2% of community respondents have daily contact) are more likely 
to engage in serious acts of violence.  However, patients appear even more likely than 
community respondents to engage in violence with increased contact with others.  One 
possibility is that the association between amount of contact and violence is stronger 
for patients than for community respondents.  This hypothesis is supported by findings 
presented earlier indicating a significant (albeit weak) association between amount of 
contact with others and violence for patients (r=-0.08, p=.01) and a non-significant 
(although similar) association between amount of contact with others and violence for 
community respondents (r=-0.06, p=.20).   
 To further compare the differences between the explanatory power of social 
contextual factors for patients and community respondents, separate logistic regression 
analyses were conducted for each group.  Analyzed separately, the model correctly 
classified 58.1% of the patients and 80.7% of the community respondents.  The model 
was a somewhat better fit for community respondents (-2LL = 473.142, Hosmer and 
Lemeshow Goodness of fit X2 = 5.099, df = 8, p=.747) than for patients (-2LL = 
1431.008, Hosmer and Lemeshow Goodness of fit X2 = 7.407, df = 8, p=.493).  The 
classification rates were 80.3% and 29.1% for nonviolent and violent patients, 
respectively, and were 99.5% and 2.1% for nonviolent and violent community 
respondents, respectively.  The explanatory power, as defined by the amount of 
variance accounted for, did not differ significantly between the community 
respondents (Cox and Snell R2 = .039, Nagelkerke R2 = 0.06) and the patients (Cox 
and Snell R2 = .039, Nagelkerke R2 = 0.05).  Overall, these results suggest that models 
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of social contextual factors better predict serious acts of violence among patients than 
among community respondents.    
 Table 12 presents the logistic regression coefficients and odds ratios for the models 
investigating the odds of violence risk for patients and community respondents.  For 
patients, the odds of violence increased significantly for those with more negatively 
perceived persons in their social networks (OR=1.09, Wald = 11.638, df = 1, p=.001, 
CI = 1.04, 1.14); with unstable places of residence (OR = 1.65, Wald = 10.161, df = 1, 
p=.001, CI = 1.21, 2.24); and for those who were separated or divorced, as compared 
to those who were married (OR = 0.642, Wald = 4.830, df = 1, p=.028, CI = 0.43, 
0.95).  For community respondents, the odds of violence increased significantly for 
those with more negatively perceived persons in their social networks (OR = 1.18, 
Wald = 4.928, df = 1, p=.026, CI = 1.02, 1.37) and for those who reported receiving 
less emotional support (OR = 0.928, Wald = 4.795, df = 1, p=.029, CI = 0.87, 0.99).   
 The Mediating Effect of Patient Status in the Determination of the Effect of Social 
Contextual Factors on the Odds of Serious Acts of Violence among Patients and 
Community Respondents at Baseline 
  
 A mediating variable is one that accounts for the relationship between a set of 
predictor variables and a dependent variable.  Thus, when there is a mediating effect 
present, the relationship between a set of predictor variables and a dependent variable 
only exists through the effect of the mediating variable.  This study sought to 
determine if the relationship between social contextual factors and violence risk could 
be accounted for, or explained by the mediating effect of, patient status.  More 
specifically, this study sought to determine if there was an indirect relationship 
between social contextual factors and violence risk such that differences in the effect 
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of social contextual factors on patient status and the effect of patient status on violence 
risk could explain the finding that social contextual factors are related to the odds of 
violence.  To determine if the relationship between social contextual factors and 
serious acts of violence can be accounted for by the effect of patient status, a four-step 
method described by Baron and Kenny (1986) was used.  This method involves first 
demonstrating a significant relationship between the predictor variables and the 
dependent variable.  Second, the predictor variables are shown to relate significantly 
to the potential mediator.  Third, a significant relationship between both the predictor 
variables and the potential mediator is demonstrated.  Fourth, a significant relationship 
between the predictor variables, while controlling the effects of the potential mediator, 
and the dependent variable is demonstrated.  A mediating effect is indicated when all 
four analyses are significant; a partial mediating effect is indicated when only the first 
three steps yield significant results.     
 The first step of demonstrating a significant relationship between social contextual 
factors and the odds of violence was established by conducting a logistic regression 
analysis, which was presented in Table 8 and discussed above.   
 The second step involved conducting a logistic regression investigating the 
relationship between social contextual factors and the potential mediator, patient 
status.  The model was statistically significant (-2LL = 1625.815, Hosmer and 
Lemeshow Goodness of Fit χ2 = 15.024, df = 8, p=.059, Cox and Snell R2 = 0.20 and 
Nagelkerke R2 = 0.28), indicating that social contextual factors are significantly 
related to  and can predict the odds of  patient status.  The model correctly classified 
75.7% of the participants as patients or community respondents.  Significant 
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regression coefficients and odds ratios, with their confidence intervals, are presented 
in Table 13.  Participants who are separated, divorced, or single, have a less stable 
residence, and more emotional and instrumental support, mental health professionals, 
and negatively perceived persons in their social networks are more likely to be 
classified as patients.  The amount of social contact one has and the numbers of 
persons residing within the home were not significant predictors of patient status.       
 Third, a logistic regression analysis using patient status as the independent variable 
and violence risk as the dependent variable was conducted.  Results of this analysis 
indicate that being a patient significantly increased the odds of serious acts of violence 
by over three times (OR = 3.29, B = 1.192, Wald = 87.908, df = 1, p<.0001, CI = 2.57, 
4.23) and suggests that patients were more likely to report having engaged in a serious 
act of violence in the preceding 10 week period.       
 The fourth step involved conducting a hierarchical logistic regression analysis with 
violence risk as the dependent variable and including social contextual factors as 
independent variables, while controlling for patient status.  The model was statistically 
significant (-2LL = 1912.786, Hosmer and Lemeshow χ2 = 11.041, df = 8, p=.199) and 
the explanatory power of the model was estimated between 8.9% (Cox and Snell R2) 
and 12.2% (Nagelkerke R2), which suggests that a small but significant proportion of 
the variance in violence risk is accounted for by differences in social contextual 
factors.   
 An analysis of the ROC curve, presented in Figure 3, indicates that the area under 
the curve was statistically significant (area under the curve = .56, p<.0001), but, as 
with the prior models, the degree of discrimination was minimal.  Table 14 
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summarizes the classification characteristics of the model.  The specificity (88.1%) 
and sensitivity (23.8%) were not significantly improved from those of the moderated 
model discussed previously (specificity = 88.3% and specificity = 23.9%).  These 
figures indicate that the mediated model was better at classifying nonviolent 
participants than violent participants.  The overall classification rate (65.1%) was also 
similar to that of the moderated model (65.9%).  Taken into consideration the base rate 
of violence, the negative predictive power (67.5%) and positive predictive power 
(52.5%) also indicate that the model is better at predicting the absence of violence than 
the presence of violence.   
 Table 15 presents the logistic regression coefficients and odds ratios for the 
mediated mode.  The odds of violence were increased for those who are married, 
compared to those who are separated or divorced (OR = 0.66, Wald = 5.632, p=.018, 
CI = 0.47, 0.93); for those who have more negatively perceived persons within their 
social networks (OR = 1.09, Wald = 14.985, p<.0001, CI = 1.05, 1.15); less emotional 
support (OR = 0.95, Wald = 9.19, p=.002, CI = 0.92, 0.98); less stability in where they 
reside (OR = 1.57, Wald = 9.680, p=.002, CI = 1.18, 2.09); and for patients (OR = 
2.89, Wald = 56.145, p<.0001, CI = 2.19, 3.82).          
 Based on the four-step method described by Baron and Kenny (1986), the 
preceding analyses are consistent with the hypothesis that patient status mediates the 
relationship between the effects of social contextual factors and the odds of violence.  
In other words, these steps demonstrate that the relationship between social contextual 
factors and the odds of engaging in serious acts of violence can be explained in part by 
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patient status, with patients being significantly more likely than non-patients to have 
problematic social support systems and to engage in serious acts of violence.    
4.2  Targets of Violence among Patients and Community Respondents 
 The second set of hypotheses pertains to the differences in social contextual factors 
and the targets of violence between patients and community respondents.  The 
following sections provide a summary of descriptive statistics comparing the targets of 
violence; bivariate correlation analyses of social contextual factors and the targets of 
violence; and binary logistic regression analyses investigating the odds of being a 
target of violence of patients and community respondents at baseline. 
 Rates of Violence against Specific Targets 
 Table 16 presents the rates of violence against family members, friends, and 
strangers among patients and community respondents.  Of those who reported having 
engaged in serious acts of violence, patients and community respondents were most 
likely to target family members (44.5%), followed by friends (25.4%) and strangers 
(13.0%).  A significant proportion of participants (17.1%) also reported having been 
violent towards persons in more than one of these categories.  There were significant 
differences between patients and community respondents in the rates of targets of 
violence (χ2 = 27.268, df = 3, p<.0001).  For patients, the most likely targets of 
violence were family members (40%), followed by friends (26.8%), persons in 
multiple categories (19.5%), and strangers (13.8%).  For community respondents, the 
most likely targets of violence were family members (67.3%), followed by friends 
(18.4%), strangers (9.2%), and persons in multiple categories (5.1%).   
 Bivariate Relationships between Social Contextual Factors and Targets of Violence 
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 Spearmans rho correlations between social contextual factors and targets of 
violence for all participants are presented in Table 17.  Targeting a family member for 
violence was significantly associated with marital status (r = -0.32, p<.000), stability 
of residence (r = 0.12, p=.004), number of people living in the home (r = 0.13, 
p=.002), and with having less social contact with others (r = -0.17, p<.000) and more 
emotional support (r = 0.09, p=.026).  Targeting a friend for violence was significantly 
associated with marital status (r = 0.22, p<.000) and having less stability in where one 
resides (r = -0.13, p=.003).  Targeting a stranger for violence was associated with 
marital status (r = 0.09, p=.025), having less stability in where one resides (r = -0.12, 
p=.004), and with having more social contact with others (r = 0.12, p=.005).      
 Table 18 displays correlations between social contextual factors and targets of 
violence for patients and community respondents, presented separately.  For patients, 
targeting a family member for violence was significantly associated with marital status 
(r = -0.26, p<.000), stability of residence (r = 0.11, p=.018), and with having less 
social contact (r = -0.15, p<.000) and more instrumental support (r = 0.10, p=.024).  
Targeting a friend for violence was associated with marital status (r = 0.18, p<.000) 
and having less stability in where one resides (r = -0.13, p=.005).  Targeting a stranger 
for violence was associated with having less stability in where one resides (r = -0.10, 
p=.036).  For community respondents, targeting a family member for violence was 
associated with marital status (r = -0.52, p<.000) and having more residents in the 
home (r = 0.35, p<.000).  Targeting a friend for violence was associated with marital 
status (r = 0.37, p<.000), having less residents in the home (r = -0.24, p=.020), and 
with having more emotional support (r = -0.25, p=.012).  Targeting a stranger for 
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violence was associated with having more social contact with others (r = 0.26, p=.009) 
and with marital status (r = 0.24, p=.019). 
 The Effect of Social Contextual Factors on the Odds of Being a Target of Prior 
Violence among Patients and Community Respondents 
 
 A logistic regression with two possible outcomes (family or friend versus a 
stranger) was used to determine the effect of social contextual factors on the odds of 
being targeted for violence for all participants who had been violent during the 
previous 10 week period.  The model was statistically significant (-2LL = 661.416; 
Hosmer and Lemeshow Goodness of Fit χ2 = 14.742, df = 8, p=.064) but accounted for 
a small proportion (Cox and Snell R2 = .050, Naelkerke R2 = .071) of the variance.  
Figure 4 demonstrates that the area under the ROC curve (.533, p = .217) was not 
significant, indicating that the model does not discriminate between the targets of 
family/friend and stranger among the participants.  The overall classification rate was 
71.6%.  As Table 19 shows, however, the sensitivity of the model was minimal 
(7.1%), particularly when compared to the specificity of the model (99.5%).  Taking 
into consideration the base rate of violence towards strangers in this sample (2.1%), 
the negative predictive power (71.3%) and the positive predictive power (85.7%) 
indicate that the model does have some ability to predict to whom participants are 
likely to engage in violence.    
 Logistic regression coefficients and odds ratios for the model are presented in Table 
20.  The odds of targeting a stranger, versus a family member or friend, for violence 
were increased almost two times if the participants were single (OR = 1.960, Wald = 
6.258, df = 1, p=.012, CI = 1.157, 3.320), separated or divorced (OR = 1.875, Wald = 
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4.048, df = 1, p=.044, CI = 1.016, 3.460), or if they did not have a stable place of 
residence (OR = 1.888, Wald = 8.512, df = 1, p=.004, CI = 1.232, 2.893).  
 The Moderating Effect of Patient Status and the Odds of Being a Target of Prior 
Violence 
  
 To determine if the relationship between social contextual factors and the odds of 
being a target of violence (family and friend versus stranger) changes as a function of 
patient status, a separate binary logistic regression analysis was conducted, with 
interactions between patient status and each of the social context variables entered into 
the analysis.  The model was statistically significant (-2LL = 629.351, Hosmer and 
Lemeshow Goodness of Fit χ2 = 2.178, df = 8, p=.975) and the amount of variance 
accounted for was between 10% and 15% (Cox and Snell R2 = 0.10 and Nagelkerke 
R2 = 0.15).  As with the previous analysis without the moderating effect of patient 
status, the moderated model was not found to significantly discriminate between the 
targets of violence; the area under the ROC curve was 0.539 (p = .141; see Figure 5).  
The overall classification rate was 71.8%.  Table 21 displays the classification 
characteristics of the moderated model and show that the sensitivity of the model was 
8.8%; the specificity was 99%; the NPP was 71.6%; and the PPP was 78.9%.    
 Significant regression coefficients and odds ratios, with their confidence intervals, 
are presented in Table 22.  The odds of targeting a stranger increased for those 
receiving more instrumental support (OR =2.11, Wald = 4.102, df = 1, p=.043, CI = 
1.024, 4.354), less daily contact with others (OR = 0.02, Wald = 4.773, df = 1, p=.029, 
CI = 0.00, 0.65), and for those who were single (OR = 1.73, Wald = 5.624, df = 1, 
p=.018, CI = 1.64, 18.19).  Three interactions between patient status and social 
contextual factors were significant: daily contact, amount of instrumental support, and 
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marital status.  Table 23 presents the rates of violence among patients and community 
respondents and provides further explanations of the interactions found in this 
analysis.   
 With respect to amount of contact with others, targeting a family member or friend 
for violence was associated with daily contact for both patients and community 
respondents.  However, the association appears stronger for community respondents 
(70.4%) than for patients (47.2%).  Patients (20.9%) appeared more likely to target a 
stranger for violence if they reported having daily contact with others than those 
reporting less contact with others.  This trend did not appear as strong for community 
respondents (9.2%), who were also more likely to target a stranger for violence if they 
had daily contact with others than for those reporting less contact with others.   
 A second interaction found was between the amount of social contact and patient 
status.  Table 23 indicates that patients reporting less instrumental support were more 
likely to target a stranger for violence (9.5% for no instrumental support and 12.6% 
for one instrumental supporter) than patients reporting having more instrumental 
supporters (5.1% for two instrumental supporters and 4.1% for three or more 
instrumental supporters).  The opposite trend was found for community respondents: 
although community respondents were, in general, much less likely to target a stranger 
for violence than patients, Table 23 shows that community respondents receiving more 
instrumental support were more likely to target a stranger for violence than 
community respondents receiving less instrumental support.  Likewise, in terms of 
targeting a family member or friend for violence, amounts of instrumental support 
appeared to have a different effect for patients than for community respondents.  For 
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patients, receiving less instrumental support appears to be associated with a somewhat 
higher risk of targeting a family member for violence than for patients receiving more 
instrumental support.  There was less variability in the rates of violence towards 
family members and friends among community respondents: those receiving no 
instrumental support (11.2%) were the least likely to report targeting a family member 
or friend for violence while those reporting having one instrumental supporter (33.7%) 
were the most likely to report targeting a family member or friend for violence.  The 
rates of violence towards a family member or friend were similar for communities 
receiving two (18.4%) or three or more (22.4%) instrumental supporters.  
  A third interaction was found between marital status and patient status.  As shown 
in Table 23, both patients (19.7%) and community respondents (13.3%) were more 
likely to target a stranger for violence if they were single than if married (4.5% for 
patients, 1.0% for community respondents); separated/divorced (9.1% for patients, 
0.0% for community respondents); or widowed (0.0% for patients, 0.0% for 
community respondents).  In terms of targeting a family member or friend for 
violence, both patients (35.9%) and community respondents (38.8%) were more likely 
to be single than separated/divorced (15.4% for patients and 12.2% for community 
respondents) or widowed (0.8% for patients and 1.0% for community respondents).  A 
sizable proportion of community respondents (33.7%) who were married also reported 
targeting a family member or friend for violence.  Approximately 14.6% of patients 
who were married reported targeting a family member or friend for violence.      
   To further compare the differences between the explanatory power of social 
contextual factors and the targets of violence for patients and community respondents, 
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separate logistic regression analyses were conducted for each group.  The model 
correctly classified 68.1% of the patients and 85.6% of the community respondents.  
Both models were significant, although a better fit for community respondents (-2LL 
= 51.684, Hosmer and Lemeshow Goodness of fit X2 = 11.345, DF = 8, p=.183) than 
for patients (-2LL = 577.589, Hosmer and Lemeshow Goodness of fit X2 = 8.203, df = 
8, p=.414).  The amount of variance accounted for by the models was greater for the 
community respondents (Cox and Snell R2 = 0.254, Nagelkerke R2 = 0.451) than for 
patients (Cox and Snell R2 = .037, Nagelkerke R2 = 0.051).   
 Table 24 presents the logistic regression coefficients and odds ratios for the models 
investigating the odds of violence risk for patients and community respondents.  For 
patients, the odds of a stranger being a target of violence increased significantly for 
those who reported not having a stable place of residence (OR = 0.567, Wald = 6.303, 
df = 1, p=.012, CI = 1.13, 2.74).  For community respondents, the odds of a stranger 
being a target of violence increased significantly for those who were single (OR = 
2.787, Wald = 5.168, df = 1, p=.023, CI = 1.47, 179.355) and for those receiving more 
instrumental support (OR = 0.740, Wald = 3.972, df = 1, p=.046, CI = 1.01, 4.34).   
 
 
4.3  Location of Violence among Patients and Community Respondents 
 The third set of hypotheses pertains to the differences in social contextual factors 
and the location of violence between patients and community respondents.  Given the 
possibility that location of violence (i.e., in the home) is significantly related to the 
target of violence (i.e., family member) and that the association between social 
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contextual factors and the outcome variables might reflect similarities between the 
outcome variables instead of a true association, a chi-square analysis was conducted 
between location of violence and target of violence.  Results of this analysis indicate 
that there was a significant difference between location of violence and target of 
violence (X2=115.90, df=1, p<.000), suggesting that location of violence and target of 
violence measure sufficiently different aspects of violence.  The following sections 
provide a summary of descriptive statistics comparing the locations of violence and 
binary logistic regression analyses investigating the odds of violence occurring in the 
home setting or outside the home among patients and community respondents.  
 Rates of Violence in Specific Locations 
 Table 25 presents the rates of violence occurring within the participants residence 
and outside the participants residence among patients and community respondents 
who engaged in violence during the preceding 10-week period.  Taken together, 
patients and community respondents appeared more likely to engage in violence 
outside the home (60.2%) than inside the home.  However, there was a significant 
difference between patients and community respondents in the locations of violence 
(χ2 = 10.056, df = 3, p=.002).  Patients were more likely to engage in violence outside 
the home (63.08%) than inside the home (36.92) whereas community respondents 
were more likely to engage in violence inside the home (54.08%) than outside the 
home (45.92).   
 Bivariate Relationships between Social Contextual Factors and Location of 
Violence  
 
 Spearmans rho correlations between social contextual factors and targets of 
violence for all participants are presented in Table 26.  For all participants, serious acts 
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of violence occurring outside the home was associated with marital status (r = 0.94, 
p<.00), having less stability in where one resides (r = -0.20, p<.00), and increased 
social contact (r = 0.11, p=.01) and amount of instrumental support (r = -0.09, p=.03).  
For patients, violence occurring outside the home was associated with marital status (r 
= 0.14, p<.00) and having less stability in where one resides (r = -0.19, p<.00).  For 
community respondents, violence occurring outside the home was associated with 
martial status (r = 0.37, p<.00), having more people residing in the home (r = 0.26, 
p=.01), and increased amounts of social contact with important others (r = 0.20, 
p=.05). 
 The Effect of Social Contextual Factors and the Location of Violence among 
Patients and Community Respondents 
 
 A binary logistic regression was used to determine the effect of social contextual 
factors on the odds of serious acts of violence occurring within the home or outside the 
home for all participants who had been violent during the previous 10-week period.  
The model was statistically significant (-2LL = 701.943; Hosmer and Lemeshow 
Goodness of Fit χ2 = 1.768, df = 8, p=.987).  The model accounted for a moderate 
proportion of the variance (Cox and Snell R2 = .100, Naelkerke R2 = .134).  Figure 6 
presents the results of the ROC curve analysis and show that the model was able to 
discriminate between violence occurring inside the home and that occurring outside 
the home (area under the curve = 0.611, p<.0001).  The overall classification rate was 
65.1% and as shown in Table 27, the sensitivity of the model in predicting violence 
occurring outside the home was 81.8% and the specificity of the model, which 
represents the percent of participants correctly classified as engaging in violence 
inside the home, was 40.4%.  The negative and positive predictive powers were 60.1% 
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and 66.9%, respectively.  Taken together, these results suggest that the model is better 
at predicting the location of violence than violence risk or the targets of violence.   
 Regression coefficients and odds ratios are presented in Table 28 and show that 
three predictors were significant.  The odds of serious violence occurring outside the 
home were increased if the participants were single (OR = 2.61, Wald = 17.345, df = 
1, p=.0001, CI = 1.66, 4.10), had a less stable place of residence (OR = 2.86, Wald = 
18.118, df = 1, p=.0001, CI = 1.76, 4.63), and as the number of persons residing in the 
home increased (OR = 1.03, Wald = 4.083, df = 1, p=.043, CI = 1.00, 1.06).   
 The Moderating Effect of Patient Status and the Odds of Location of Violence of 
Prior Violence 
  
 To determine if the relationship between social contextual factors and the odds of 
the location of violence changes as a function of patient status, a separate binary 
logistic regression analysis was conducted, with interactions between patient status 
and each of the social context variables entered into the analysis.  The model was 
statistically significant (-2LL = 682.884, Hosmer and Lemeshow Goodness of Fit χ2 = 
2.946, df = 8, p=.938).  The amount of variance accounted for was between 13% and 
18% (Cox and Snell R2 = 0.129 and Nagelkerke R2 = 0.175).  The overall 
classification rate was 66% and, as demonstrated in Figure 7, the area under the ROC 
curve was statistically significant (.615, p<.0001).  The sensitivity of the model, which 
represents the number of participants correctly classified as engaging in violence 
outside the home, was 84.8% and the specificity of the model, which represents the 
number of participants correctly classified as engaging in violence inside the home, 
was 38.2% (see Table 29).  These values are somewhat higher than those of the model 
that does not take into account the moderating effect of patient status (sensitivity = 
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81.8% and specificity = 40.4%).  When considering the base rate of violence occurring 
outside the home, the positive and negative predictive powers (66.9% and 63.0%, 
respectively) further demonstrate the effectiveness of the model in the prediction of 
the location of violence.  
 Results of the moderating analysis reveal that the odds of violence occurring 
outside the home were increased if the participant was single (OR = 4.993, Wald = 
7.810, df = 1, p=.005, CI = 1.62, 15.42).   A significant interaction between patient 
status and the number of persons residing in the home was also found.  Table 30 
presents the rates of violence occurring outside the home among patients and 
community respondents by the number of persons residing in the home.  Overall, it 
appears that a direct, positive relationship between the number of persons residing in 
the home and violence occurring in the home exists for community respondents but 
not for patients.  Community respondents also appear most likely to engage in 
violence outside the home if they reported living alone.  On the other hand, there 
appears to be much less variability  between the rates of violence occurring inside the 
home and outside the home among patients, although it does appear that patients 
reporting either living along or living with a large number of persons (i.e., 10 or more) 
are most likely to engage in violence outside the home.  
 Separate binary logistic regression analyses were conducted for patients and 
community respondents.  The model correctly classified 65.1% and 70.1% of the 
locations of the violent incidents among the patients and the community respondents, 
respectively.  The model provided a better fit for community respondents (-2LL = 
110.222, Hosmer and Lemeshow Goodness of fit χ2 = 13.346, df = 8, p=.100) than for 
65 
 
 
patients (-2LL = 572.654, Hosmer and Lemeshow Goodness of fit χ2 = 2.240, df = 8, 
p=.973).  The amount of variance accounted for by the models was also greater for the 
community respondents (Cox and Snell R2 = 0.214, Nagelkerke R2 = 0.287) than for 
patients (Cox and Snell R2 = .092, Nagelkerke R2 = 0.126).   
 Table 31 presents the logistic regression coefficients and odds ratios for the models 
investigating the odds of violence risk for patients and community respondents.  For 
patients, three variables were significant: the odds of serious violence occurring 
outside the home increased significantly for those who were single (OR = 2.19, Wald 
= 8.843, df = 1, p=.003, CI = 1.31, 3.67), who had more persons residing the home 
(OR = 1.06, Wald = 4.415, df = 1, p=.036, CI = 1.00, 1.11), and for those who 
reported not having a stable place of residence (OR = 2.843, Wald = 16.165, df = 1, 
p=.0001, CI = 1.71, 4.73).  For community respondents, the odds of violence 
occurring outside the home increased significantly for those who were single (OR = 
4.99, Wald = 7.81, df = 1, p=.005, CI = 1.62, 15.42).       
  
 
 
 
CHAPTER 5: DISCUSSION 
 
 The primary aim of this study was to determine the impact of social contextual 
factors on the risk of serious violence among patients with severe mental illness, as 
compared to that of persons in the community.  Three sets of hypotheses were 
explored investigating the relationship between social contextual factors and violence 
risk, targets, and location among patients and community respondents.  Specifically, it 
was hypothesized that a significant relationship between social contextual factors and 
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violence risk would be found and that (a) when the rates of violence among patients 
and community respondents are observed, they would be accounted for, in part, by 
differences in social contextual factors; (b) participants would be more likely to 
behave violently towards family members and friends than towards strangers but that 
no differences would be found between patients and community respondents with 
regard to persons targeted for violence; and (c) patients would be more likely than 
non-patients to engage in violence outside the home, while non-patients would be 
more likely than patients to engage in violence within the home.  The following 
sections provide a summary of the extent to which each of the hypotheses was 
supported, as well as a description of how the results relate to previous research.  
 Overall, the results of this study were supportive of a relationship between social 
contextual factors and each of the three outcome variables: violence risk, targets of 
violence, and location of violence.  Consistent with other research using data from the 
MacArthur Risk Assessment Study (e.g., Steadman et al., 1994; Monahan, 1992; Otto, 
1992; and Monahan et al., 2001), approximately 35.7% of participants were involved 
in some form of serious violence during the previous ten weeks.  Patients were 
significantly more likely to engage in serious acts of violence than community 
respondents (43.4% versus 18.9%).  This lends support to research findings indicating 
an association between mental illness and violence (Tiihonen et al., 1997; Steadman et 
al., 1998; and Monahan et al., 2001).  Further, since this study utilized a large dataset 
collected in a rigorous manner, including both patients and community respondents, its 
results are not as susceptible to the methodological criticisms common to earlier 
67 
 
 
research in the area of risk assessment, such as selection bias and inadequate measures 
of violence (e.g., Lidz et al., 1993 and Hodgins, 1998).      
 The first set of hypotheses, which investigated the relationship between social 
contextual factors and violence risk among patients and community respondents, was 
supported.  First, this study demonstrated that social contextual factors help predict the 
odds of patients and community respondents engaging in serious acts of violence.  
However, the sensitivity (or correct classification rate for violent participants) was 
small (16.3%), indicating that the model would not be a practical means of improving 
the prediction of serious acts of violence among patients and community respondents.  
Further analyses investigating whether the relationship between social contextual 
factors and violence risk changes as a function of patient status  that is, whether 
patient status acts as a moderator  significantly improved the classification rate of 
participants who had engaged in serious acts of violence (23.9%).  This provides 
support for the hypothesis that the impact of social contextual factors on violence risk 
operates differently for patients and community respondents.  Specifically, more 
contact with social support persons increased the odds of violence among community 
respondents but not for patients.  This finding is seemingly contrary to research 
conducted by Swanson et al. (1998), who found that among patients with higher levels 
of functional impairment, increased contact was associated with increased risk of 
violence.  One possible explanation for this difference is the samples used.  Swanson 
et al. used a sample of patients, stratified by impairment, while this study used two 
distinct samples  community respondents, who were presumed to have less functional 
impairment, and patients, who were presumed to have more functional impairment.  
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 Another factor that could account for the differences in findings is the fact that the 
Swanson et al. study investigated changes in the amount of contact among 
participants.  That is, the authors sought to find how moving from low amounts of 
contact to more contact (and vice-versa) affected the risk for violence among patients 
with different levels of functional impairment.  Taking these differences into 
consideration, the findings may not be as inconsistent as they appear upon first glance.  
It could be that, in general, increased social contact could increase the risk for violence 
among community respondents, as was demonstrated in this study.  However, when 
stratified by impairment  as measured by the Global Assessment of Functioning scale 
 persons with the highest levels of impairment are at increased risk for violence with 
increased amounts of contact with others, as was demonstrated by the Swanson et al. 
study.   
 Consistent with the hypothesis that increased levels of impairment increases the 
risk for violence among those with higher levels of impairment was the finding in this 
study that patient status was found to mediate the relationship between social 
contextual factors and violence risk.  That is, it was found that one avenue through 
which social contextual factors is related to violence risk is the determination of 
patient status, with patients being almost three times more likely to engage in serious 
acts of violence than community respondents.  Controlling for patient status, several 
factors were found to relate to violence risk, including being married, having more 
negatively perceived persons in the social networks, having less emotional support, 
and having less stability in where one resides.  Among the strongest relationships 
between social context and violence risk in this model was increased numbers of 
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negatively perceived persons in the social network.  This suggests that having persons 
in the network who are perceived as demanding, upsetting, or conflictual in ones 
network may counteract the positive influence of supportive others in the network.  
This finding is consistent with that of Estroff and Zimmer (1998), who found that 
patients viewed their significant others as more hostile and threatening than 
themselves.  Swanson et al. (1998) also found that for those with higher levels of 
impairment, increased contact was not associated with increased satisfaction with 
relationships with others while for those with lower levels of impairment, increased 
contact was associated with increased satisfaction with relationships.  In other words, 
problems encountered by persons with severe mental illness could impair ones 
subjective experience of others and of relationships, more generally, which could, in 
turn, lead to problems with trust and increased levels of conflict in relationships.     
 The second set of hypotheses, which posited that participants would be more likely 
to behave violently towards family members and friends than towards strangers but 
that no differences would be found between patients and community respondents with 
regard to persons targeted for violence, was partially supported.  As expected, 
participants were more likely to target family members (44.5%) and friends (25.4%) 
than towards strangers (13.0%).  However, there was an unexpected significant 
difference between patients and community respondents in the magnitude of the rates 
of violence towards the various targets.  Both groups were more likely to target family 
members and friends than strangers.  However, the majority of community 
respondents (67.3%) reported behaving violently towards family members while less 
than half of the patients (40%) targeted family members.  Patients were more likely 
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than community respondents to target friends (26.8% for patients versus 18.4% for 
community respondents), strangers (13.8% for patients and 9.2% for strangers), and 
persons in multiple categories (19.5% for patients and 5.1% for community 
respondents).  Overall, there appears to be more variability in the targets of violence 
for patients than for community respondents than was initially expected.   
 Previous research suggests that targeting a known person (e.g., family member or 
friend) for violence is associated with spending more time in the residence of the 
victimizer and financially dependence of the victimizer on others (Estroff, Swanson, 
Lachicotte, Swaartz, & Bolduc, 1998).  These findings were supported by the current 
study.  Targeting a family member or acquaintance was associated with marital status 
and stability of residence for both patients and community respondents.  Patients were 
also more likely to target a family member if they reporting less social contact with 
important support persons and if they had more persons in their networks that helped 
with daily tasks, which could be considered an adjunctive measure of financial 
dependence, as was used in the Estroff et al. (1998) study.  Community respondents 
were more likely to target a family member if they had more residents living in the 
home and were more likely to target a friend if they had less residents living in the 
home.  Community respondents were also more likely to target a friend if they 
received more emotional support. 
 One means of determining the seriousness of violence risk is the degree to which a 
person is likely to behave violently towards a stranger.  Targeting a stranger for 
violence seems much less likely to occur, since there is no pre-existing social 
relationship that could create conditions, such as hurt feelings or problems in 
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communication, in which conflict would be likely to occur.  It could also be argued 
that targeting a stranger for violence presents a special case of seriousness as it 
represents a marked lack of boundaries towards others and serious problems with 
anger and self-control.  In this study, social contextual factors were found to 
significantly predict the odds of targeting a stranger versus an acquaintance for 
violence.  However, the model was much better at classifying participants who 
targeted acquaintances (72%) than those who targeted a stranger (7%) for violence.  
Using patient status as a moderator of the relationship between social contextual 
factors and targets of violence improved the classification rates somewhat; however, 
the practical significance of using the model to predict those targeting a stranger 
remained poor, with only 9% correctly classified as targeting a stranger for violence.   
 One possible explanation for the smaller classification rates for strangers is that 
there were less participants who reported targeting a stranger (N = 178) than 
participants reporting targeting an acquaintance (N = 413).  Regardless, results of this 
study found that social contextual factors operated differently for patients than for 
community respondents.  Both groups appeared susceptible to behaving violently 
towards strangers if they were single, separated/divorced, or if they reported not 
having a stable place of residence.  Patients, however, were at even higher risk, 
compared to community respondents, if they had more social contact with important 
persons, less instrumental support, and if they were single.  One possible explanation 
for this finding is that there is a subgroup of patients whose level of functioning is 
higher than would be expected and among this subset of individuals, violence could be 
a result of a constellation of problems, including difficulties developing and 
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maintaining intimate relationships with others, frustrations related to problems in daily 
functioning, and decreased amounts of social support.   When analyzed separately, the 
model predicting the target of violence was found to be a better fit for community 
respondents than for patients.  This suggests that social contextual factors may be 
useful in predicting when non-mentally ill patients and possibly higher functioning 
patients are likely to behave violently towards strangers but that other factors (e.g., 
type and severity of mental illness, impulse control, and quality of social interactions) 
may be better at predicting when patients are likely to target strangers.    
 The third set of hypotheses posited that patients would be more likely than 
community respondents to engage in violence outside the home and that community 
respondents would be more likely than patients to engage in violence inside the home 
environment.  This hypothesis was supported: the majority of patients (63%) engaged 
in violence outside the home while the majority of community respondents (54%) 
engaged in violence inside the home environment.  These findings are consistent with 
the general trend that community respondents are more likely to target known persons, 
who are more likely to reside in the home, than strangers, who are not likely to reside 
in the home, while patients are more likely to show more variability in their targets.  
 Logistic regression analyses investigating the role of social contextual factors in 
predicting the odds of the location of violence was more robust that those investigating 
the role of social contextual factors in predicting the odds of being a target of violence.  
Results of this study revealed that social contextual factors were significant predictors 
of the location of serious acts of violence, with 40% of the participants correctly 
classified as engaging in violence within the home and 82% of the participants 
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correctly classified as engaging in violence outside of the home.  The odds of serious 
violence occurring outside the home were increased 2.86 times if the participant had a 
less stable place of residence, 2.61 times if the participants were single, and 1.03 times 
if the participant reported having more persons residing in the home.  Patient status 
was also found to moderate the relationship; results of the model accounting for a 
moderation effect of patient status correctly classified 38% of participants engaging in 
violence within the home and 85% of participants engaging in violence outside the 
home.  The odds of violence occurring outside the home was highest for patients when 
they reported living alone or with increasing numbers of persons in the home.  The 
odds of violence occurring outside the home was highest for community respondents 
when they reported living alone.  This finding suggests that the notion that 
crowdedness tends to foster increased levels of aggression and violence (Ammerman 
& Hersen, 1992; Edwards, Fuller, Vorakitphokatorn, & Sermsri, 1995) may depend, in 
part on patient status.  Although this study did not explore why this finding holds, it 
could be that patients who reside in more crowded homes are more likely to be violent 
outside the home as a result of attempts to escape from the crowdedness and stressors 
of the home by going to other places and/or that frustrations from home are acted upon 
in public places.   
 Although there has been relatively little research investigating the predictors of the 
location of violence, the findings in this study support the general trend that violence 
occurring inside the home tends to involve intimate partners and to have high 
emotional impact while violence occurring outside the home tends to be associated 
with excessive drinking and to have low emotional impact (Graham, Wells, & Jelley, 
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2002).  In this study, participants who were single were found to be between 2 and 5 
times more likely to engage in violence outside the home than inside the home.  It 
appears likely that participants whose home environments are marked by more 
crowding but less emotional support are more likely to seek close relationships outside 
the home, to move more frequently, and, as a result, to engage in more destructive 
behaviors (e.g., drinking, arguing, fighting) while doing so.  On the other hand, 
participants whose home environments are seemingly more traditional (i.e., those who 
are married) are more likely to become involved in domestic disputes with their 
partners within the home environment than with others in public places.  In this study, 
patients appeared more likely to be in the former category while community 
respondents were more likely to be in the latter.   
 Results of this study demonstrated a clear relationship between social contextual 
factors and the risk of serious acts of violence among patients and community 
respondents.  In addition to providing additional support for the relationship between 
violence and more traditionally investigated variables, such as marital status, this 
study demonstrated that social interactions, the level and type of support provided, 
and, more importantly, the perceptions of those interactions, were predictive of the 
risk for serious violence among patients and community respondents.   
 The study further demonstrated that patients are at higher risk of engaging in 
serious acts of violence and that the relationship between social contextual factors and 
violence risk are different for patients and community respondents.  To some extent, 
the differences in the rates and context of violence among patients and community 
respondents may be due to the more serious types of the violence investigated in this 
75 
 
 
study (i.e., that involving physical assaults towards another person, as opposed to 
violence towards property or less serious, verbal threats).  However, another 
explanation of the disparate rates of violence among patients and community 
respondents supported by this study is that patients tend to have more problematic 
social support networks than do community respondents.  Patients were found to have 
increased rates of separation and divorce and negatively perceived persons in their 
social networks, as well as decreased rates of emotional support, less social contact 
with important persons, and more instability in where they reside.   
 Several possibilities exist to explain why patients were found to have more 
problematic social support systems, including difficulties in developing and 
maintaining social support networks, the inclusion of persons in their networks with 
similar problems, and negative perceptions of others and of situations due to 
symptomatology (e.g., paranoia).  On an interpersonal level, these relationships may 
also be characterized by problems in the reciprocity of needs, poor communication, 
and difficulties in resolving conflict in an effective manner.  Patients could also have 
more difficulties in daily functioning and problems maintaining employment, leading 
to residential instability and increased levels of stress.  This explanation is partly 
supported by findings in this study indicating that patients were likely to have persons 
in their networks providing help with daily tasks (i.e., instrumental support) and 
mental health professional support persons in their networks than did community 
respondents.  It remains unclear, however, why the addition of instrumental and 
mental health professional support does not alleviate the violence risk and/or stress 
levels of those receiving them.   
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 One possible explanation for findings indicating that mental health professional 
support does not alleviate violence risk is the nature of how mental health professional 
support was measured in this study.  That is, the current study relied solely on the total 
number of mental health professionals reported by the participants as a measure of 
mental health support.  It is likely that other measures of mental health professional 
support, such as the amount of contact, intensity of treatment, or  type of treatment, 
would be significantly related to violence risk.  Support for this hypothesis is provided 
by a recent study conducted by Skeem, Monahan, & Mulvey (2002), who found that 
more treatment sessions within a given time period (i.e., seven or more sessions within 
a 10 week period) are almost three times less likely to engage in violence than 
psychopathic patients receiving less treatment (i.e., six or fewer sessions within a 10 
week period).  The authors also found that psychopathic patients receiving adequate 
treatment (in terms of the number of sessions) were about as likely as patients without 
psychopathic traits to engage in violence during  the subsequent 10 week period.  
Given that psychopathy was found in earlier studies (see e.g., Monahan et al., 2001) to 
be the most significant predictor of future violence, the results of the Skeem et al. 
(2002) study are particularly promising and suggest that future research investigating 
the risk of violence among patients with serious mental disorders would benefit from 
the inclusion of a broader array of measures of mental health support.  
 Even among community respondents, problems related to social support appeared 
to play an important role in predicting violence, targets of violence, and the location of 
violence.  Those community respondents who reported increased social discord also 
reported increased rates of violence.  Thus, although patients may have an increased 
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risk for these difficulties, perhaps as a result of the nature of their symptomatology 
(e.g., paranoia), problems related to coexisting substance abuse and mental illness 
(e.g., impulse control), and difficulties related to the increased levels of stress and 
problems in daily functioning, persons with fewer mental health concerns (at least 
those not leading to hospitalization) also have difficulties in social interactions that 
increase their risk of violence.   
 The current study benefited in numerous ways by using data collected as part of the 
MacArthur Violence Risk Assessment Study (Monahan et al., 2001).  The data were 
rigorously collected in a state-of-the art manner, including a large sample of both 
patients and respondents recruited from a community setting, multiple and unique 
measures of violence and of social support, and by the use of several interviews and 
collateral sources to gain information about the participants.  Despite this, there are 
limitations of using a pre-existing dataset in a study that includes hypotheses not 
accounted for in the original design, as well as limitations in the extent to which the 
conclusions can be generalized and of practical use by clinicians.  The following 
sections provide a summary of the most pertinent areas of limitations of the current 
study. 
 First, the original dataset collected as part of the MacArthur Violence Risk 
Assessment Study (Monahan et al., 2001) included a wide range of variables, 
including type of mental disorder and symptomatology, substance abuse, psychopathy, 
anger, impulsiveness, previous hospitalizations, arrest history, characteristics of the 
family of origin (e.g., parents substance abuse), history of physical or sexual abuse, 
educational and work histories, and history of head injuries, to name a few.  These 
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variables were not included in the current analysis as the focus of this study was only 
to determine the relationship of a subset of social contextual factors and risk of serious 
violence.  Yet in prior studies (see Monahan et al., 2001 for a review), several of these 
variables were found to be particularly strong predictors of violence.  Of note are the 
predictive values of substance abuse, major mental disorder, and psychopathy.  
Steadman et al. (1998) have found that patients with a major mental disorder (defined 
as schizophrenia, depression, bipolar disorder, or other psychotic disorder) and co-
occurring substance abuse problems are more likely than patients with a major mental 
disorder but no co-occurring substance abuse problems to engage in violent behavior.  
Further, Monahan et al. (2001) found that psychopahty was the strongest predictor of 
violence, even after controlling for a wide range of factors (e.g., criminal and violence 
history, substance use and diagnosis, Antisocial or other Cluster B personality 
disorders, anger, and demographic characteristics).  That the current study did not 
control for these variables limits the degree to which conclusions can be drawn about 
the relative impact social contextual factors have on risk of serious violence.  It could 
be that when controlling for these, more powerful predictors of violence, differences 
in social contextual factors become less predictive of serious violence among patients 
and community respondents.  This is particularly likely, given that the majority of the 
effect sizes in this study were small and of limited practical significance. 
 A second limitation of relying on a pre-existing dataset is that other measures of 
social support could not be included.  For example, in terms of the type of support 
provided, the current study was limited to measures of emotional, instrumental, and 
mental health support.  Other potential measure of support, such as religious support 
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or support from participation in community activities, were not included, although it is 
possible that several of the persons mentioned in these categories would have been 
reported as providing emotional, instrumental, or mental health support.  In addition, 
the current study only provided one measure of problematic social support  
negatively perceived persons  and did not allow for objective means of assessing the 
veracity of the perceptions of the participants.  It is possible that additional measures 
of negative support, collateral interviews, and/or observations of interactions between 
these persons would allow for a more thorough understanding of the deleterious effect 
the negatively perceived persons have on the participants risk for serious violence.     
 A third area of limitation is the emphasis of this study on the more serious forms of 
violence (e.g., battery resulting in physical injury, sexual assaults, use of a weapon) 
included in the MacArthur Risk Assessment Study.  Monahan et al. (2001) referred to 
the types of violence investigated in this study as serious acts of violence.  Other 
types of violence were coded, however, and included such behavior as battery that did 
not result in injury; Monahan et al. (2001) referred to this type of violence as other 
aggressive acts.  Monahan et al. (2001) also did not include verbal threats without the 
use of a weapon or physical assault as a form of violence as a result of difficulties in 
reliably coding such incidents.  Since the current study did not include other 
aggressive acts or verbal threats, the results are limited to the more serious, and less 
frequent, forms of violence.  It is possible that the relationship between social 
contextual factors and violence risk would be more robust and the effect sizes would 
be larger if the distinction between these types of violence had not been made. 
 A fourth area of limitation in the current study is that prediction of violence 
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remained retrospective in nature.  Patients in the MacArthur Risk Assessment Study 
were interviewed and their rates of violence were documented at 10-week intervals 
over the course of one year.  The community respondents were not followed in this 
manner and this data was not available for comparison.  Therefore, in order to 
compare the rates of violence and differences in social contextual factors between 
patients with community respondents, it was necessary to rely on data collected in the 
first interview for the patients, which pertained to behavior in the previous 10-week 
period.  Studies investigating the rates of violence using a retrospective design 
typically show more variability (between 10% and 40% of participants behaving 
violently; Monahan, 1992; Otto, 1992; Wessely & Taylor, 1991) than those using 
prospective, longitudinal designs (between 25% and 30% of participants behaving 
violently; Monahan, 1992; Klassen & OConnor, 1990; Steadman, Mulvey, Monahan, 
Robbins, Appelbaum, Grisso, Roth, & Silver, 1998).  The results of the current study 
were consistent with these figures; however, more confidence would be placed in a 
design that utilized a prospective design. The use of a prospective design could have 
also afforded the opportunity to investigate more dynamic risk and protective factors, 
such as how changes in social context over time affects violence risk.  
 A fundamental difficulty in predicting violence, as well as the targets and 
location of violence, relates to the problem of the base rates of violence.  The base rate 
of a phenomenon is the known frequency of the behavior occurring within a given 
population. In the general population, violence is a relatively low frequency event.  
Thus, attempting to predict violence is likely lead to a high number of false positives 
(i.e., an overestimation of the occurrence of violence) since the vast majority of 
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persons in the general population are not likely to engage in violence. This notion was 
demonstrated in early research suggesting that clinicians were often more wrong than 
correct in predicting violence.  However, as discussed elsewhere (Otto, 1992) this was 
an inaccurate conclusion, partly as a result of researchers not accounting fully for the 
low base rate of violence in the general population.  Results of the current study are 
likewise limited by the low base rates of violence in the population, as well as the even 
lower base rates of violence towards strangers and occurring outside the home.  
However, by using relatively recent statistical developments that attempt to counteract 
the adverse effect of the low base rates, such as the Receiving Operating Characteristic 
(ROC) curve, the current study provides a means of estimating the degree to which 
social contextual factors influence violence risk.  In addition to the ROC curve, the 
current study produced values for the positive predictive power and negative 
predictive power, which, in this study, provided a means of determining how well the 
models discriminated between the two samples (e.g., those who are violent and those 
who are not), while taking into consideration the low base rates of violence in the 
population.    
 Research investigating the association of mental illness and violence risk typically 
focuses on how certain disorders, symptoms, co-occurring diagnoses, or problems in 
functioning influence the risk for violence.  More recently, research has begun to 
investigate a broader range of variables and to take into consideration the situational 
nature of violent incidents.  To this end, researchers have found that social support is 
not a binary trait that, if present, reduces ones risk for violence.  In general, violence 
risk is the result of a complex array of factors that can, and often does, include 
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negative influences, such as persons (or perceptions of persons) that aggravate ones 
risk for violence. 
 Despite these improvements, there are several questions that remain unanswered.  
For example, the results of the current study produced small effect sizes, perhaps as a 
result of the methodological issues described above (e.g., retrospective design, 
restricted definition of violence, limited range of social support variables).  Additional 
studies investigating a broader range of variables and using a prospective design might 
improve the classification rates of the models used in this study to predict violence 
among patients and community respondents.  Also, as discussed previously, the 
inclusion of confounding variables (e.g., psychopathy, substance abuse) would help 
clarify for whom, under what conditions, and how certain social contextual factors 
influence violence risk.   
 Results of the current study indicate that the impact that instrumental supporters 
and mental health professionals have on violence risk is complex.  Given the results of 
previous research indicating a multifaceted relationship between levels of functioning, 
perceived support, and violence risk (Swanson et al., 1998), future research might seek 
to explain how and under what circumstances the presence of instrumental and mental 
health support reduces the risk for violence among patients and persons in the 
community.  Stress levels would also be an important addition to this type of research.  
The inclusion of measures of subjective stress, for example, might indicate that 
differences between the association of violence risk and level of functioning varies 
according to the perspective of the measures (e.g., subjective levels of stress and 
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functioning versus more traditional measures of functioning, such as the Global 
Assessment of Functioning Scale).   
 An important distinction in violence risk research pertains to the purpose of the 
research, in terms of either predicting violence or managing violence.  The current 
study sought to offer information relevant to the management of violence among 
patients with severe mental illness.  As such, the models investigated included 
primarily dynamic risk variables, or those that are susceptible to change through some 
form of intervention (e.g., treatment, alteration of the environment), as opposed to 
static risk variables, or those not subject to change (e.g., age, race, gender).  Results of 
the current study indicate that social contextual factors provide a range of areas that 
could be targeted for change to reduce violence risk among patients with severe 
mental illness.  Certain factors, such as type of support, perceptions of support 
persons, and amount of mental health professional support, might lend itself to 
changes in treatment approaches or the ways in which treatments are offered to 
patients.  Other factors, however, such as stability of residence and numbers of 
persons residing in the home, are not as amenable to treatment efforts, but may have 
important implications for public policy.  Results of the current study indicate, for 
example, that persons reporting not having a stable place of residence are at increased 
risk for violence.  This suggests that one means of reducing violence risk would be to 
identify those individuals whose environments are potentially harmful (e.g., unstable, 
crowded), what aspects of the environments can be changed (e.g., housing) and ensure 
that funds are available to effect positive environmental changes and decrease risks of 
violence.     
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 The current study relied on a large dataset, which would be difficult, in terms of 
time and resources, to replicate for certain types of studies.  However, on a smaller 
scale, researchers could investigate the qualitative nature of interactions between 
participants and their support persons.  This type of research could focus on 
discovering if discrepancies exist in the perceptions of participants and the actual 
types of interactions that are observed by others.  For example, it remains unclear the 
degree to which the social support persons of patients, as opposed to persons in the 
community, have mental health and substance abuse problems or social skill deficits 
themselves that could create difficulties in the interactions with participants, thereby 
increasing their risk for violence.  In addition, where problems exist, researchers could 
focus on targeting certain areas of social interactions (e.g., conflict resolution) to 
determine if certain social factors and interventions are effective in reducing ones risk 
for violence.   
 An important factor of this study that should not be overlooked is the emphasis on 
additional outcomes of violence  targets of violence and the location of violence.  
This study demonstrated that the assessment of violence risk can, and should, consider 
to whom and where violence is likely to occur.  Indeed, one of the most powerful 
models that emerged was the prediction of the location of violence from social 
contextual factors.  Violence is generally a social phenomena and it appears that 
certain social contexts may precipitate violent behavior.  Therefore, future research 
should investigate further the specific context of violent incidents  with whom and 
under what circumstances (e.g., if there was an identifiable instigator or precipitant) 
violence occurs, the location of violence, and if there were any opportunities for the 
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violence to be prevented (e.g., by others or by the reliance on specific conflict 
resolution skills).    
  The importance of determining the influence of social contextual factors on 
violence is a growing area with many possibilities, both in research and clinical 
settings.  Clinicians could benefit from a more thorough, contextual understanding of 
violence that would allow for improved assessments of violence risk among patients.  
Further determinations of the influence of social contextual factors on violence risk 
would also highlight areas in which clinicians and other decision-makers should assess 
in predicting violence and would provide guidance in determining the scope and focus 
of management efforts, including decisions regarding therapeutic approaches, housing 
options, and community networks and policies.   
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Table 3: Demographic Characteristics of Patients (N=1,136) and Community 
Respondents (N=519) 
 _____________________________________________________________________ 
 
Variable       Patients (N=1,136)  Community Respondents (N=519) 
_____________________________________________________________________ 
 
Gender (%) 
 
Male       58.7        38.0     
Female      41.3        62.0    
 
Race/Ethnicity (%) 
 
 White        69.1        58.8  
 
 African American    29.0        41.2 
 
 Hispanic         1.8          0.0 
 
Marital Status (%) 
  
 Single        57.4        54.1 
 
 Married        16.4        31.0 
 
 Separated/Divorced    25.4        14.1 
 
 Widowed         0.9          0.8 
 
Age (average in years)    29.7        31.0 
_____________________________________________________________________ 
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Table 4: Intercorrelations (and Significance Levels) between Social Contextual 
Factors for All Participants (N = 1,655) 
_____________________________________________________________________ 
 
        (1)  (2)  (3)  (4)  (5)  (6)  (7) 
_____________________________________________________________________ 
  
Marital Status (1)  
 
Amount of  
Social Contact (2)  0.15***    
        (.000) 
Stability of  
Residence (3)    -0.08** -0.03   
        (.002) (.28) 
Number of People  
in Residence (4)   -0.11*** -0.17*** -0.01  
        (.000) (.000) (.57) 
Instrumental  
Support (5)     -0.06* -0.24*** 0.06*  0.25***  
        (.01)  (.000) (.02)  (.000) 
Emotional  
Support (6)     -0.08** -0.06* 0.13*** -0.04  0.22***  
        (.001) (.03)  (.000) (.15)  (.000) 
Mental Health  
Professionals (7)   -0.01  0.04  0.03  -0.02  0.08** 0.15***  
        (.76)  (.10)  (.19)  (.347) (.002) (.000) 
No. of Negatively  
Perceived Persons (8)  -0.04 0.05*  -0.12*** 0.02  0.07*  -0.01  0.09*** 
        (.16)  (.05)  (.000) (.48)  (.01)  (.60)  (.000) 
_____________________________________________________________________ 
Notes. 
* = p <.05 ** = p <.001   *** = p<.0001 
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Table 5: Social Contextual Differences among Patients (n=1,136) and Community 
Respondents (n=519) 
_____________________________________________________________________ 
 
Variable          Patients  Community DF    Test  
_____________________________________________________________________ 
 
Marital Status (%)               3   χ2 = 57.98*** 
 
 Single         57.4    54.1    
  
 Married         16.4    31.0 
 
 Separated/Divorced     25.4    14.1 
  
 Widowed              0.9      0.8 
  
Amount of Social Contacta (%)           4   χ2 = 32.37*** 
 
 Daily          63.8    74.8 
  
 1-6 times/week      21.3    19.5 
 
 1-3 times/month      10.4    3.7 
 
 Several times per year    2.2    1.0 
 
 Less than one time per year  2.3    1.0 
_____________________________________________________________________ 
Notes. 
* = p <.05 ** = p <.001   *** = p<.0001 
a n = 1,101 patients and n = 513 community respondents 
b n = 1,131 patients and n = 516 community respondents 
c n = 1,116 patients and n = 512 community respondents 
d n = 1,105 patients and n = 517 community respondents 
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Table 5 (continued) 
_____________________________________________________________________ 
 
Variable          Patients  Community  DF  Test 
_____________________________________________________________________ 
 
Stability of Residenceb (%)    78.9    92.6   1  χ2 = 48.01*** 
 
Number of People in Residencec   6.58    4.19   1626  t = 1.95* 
             (sd=27.21)  (sd=6.54)    
 
Instrumental Support       1.26    1.53   1653  t = -4.29*** 
             (sd=1.18)  (sd=1.28) 
 
Emotional Supportd       4.98    7.07   1650  t = -9.97*** 
             (sd=3.47)  (sd=4.83)      
 
Mental Health Professionals    0.73    0.39   1653  t = 7.47*** 
             (sd=0.89)  (sd=0.73) 
 
No. of Negatively Perceived Persons  1.85    0.72   1653  t = 8.44*** 
             (sd=2.89)  (sd=1.40) 
_____________________________________________________________________ 
Notes. 
*= p <.05 ** = p <.001   *** = p<.0001 
a n = 1,101 patients and n = 513 community respondents 
b n = 1,131 patients and n = 516 community respondents 
c n = 1,116 patients and n = 512 community respondents 
d n = 1,105 patients and n = 517 community respondents 
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Table 6: Correlations between Serious Act of Violence and Social Contextual Factors 
_____________________________________________________________________ 
 
Variable         Total     Patients    Community 
                (n = 1,655)   (n = 1136)    (n = 519) 
_____________________________________________________________________ 
Marital Status             -0.02     -0.05     -0.03 
           (p=.42)    (p=.127)    (p=.50) 
 
Stability of Residence    -0.12a***    -0.10e**    0.02i 
           (p<.0001)   (p=.001)    (p=.71) 
 
Number of People in Residence  0.07b**     0.05f     0.20j*** 
           (p=.003)    (p=.09)    (p<.0001) 
 
Amount of Social Contact   -0.04c    -0.08g**    -0.06k 
           (p=.09)    (p=.01)    (p=.20) 
 
Instrumental Support      0.04      0.05     0.10* 
           (p=.15)    (p=.10)    (p=.02) 
 
Emotional Support      -0.11d***    -0.04h    -0.09l* 
           (p<.0001)   (p=.18)    (p=.04) 
 
Mental Health Professionals  0.03     -0.03     -0.01 
           (p=.23)    (p=.38)    (p=.91) 
 
Negatively Perceived Persons 0.17***     0.13***    0.11* 
           (p<.0001)   (p<.0001)   (p=.01) 
_____________________________________________________________________ 
* = p <.05 ** = p <.001 *** = p<.0001 
a n = 1,647   g n = 1,101 
b n = 1,628   h n = 1,135 
c n = 1,614   i n = 516 
d n = 1,652   j n = 512 
e n = 1,131   k n = 513 
f n = 1,116   l n = 517 
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Table 7: Classification Characteristics of Model Predicting Rates of Violence 
 
_____________________________________________________________________ 
 
  Observed  
  
Nonviolent 
 
 
Violent 
 
 
Predictive Power 
 
Nonviolent 
 
 
949 
(93.4)a 
 
472 
 
 
 
66.8%c 
 
 
 
 
 
 
Predicted 
 
Violent 
 
 
67 
 
92 
(16.3%)b 
 
 
57.8%d 
 
_____________________________________________________________________ 
Notes. 
a Specificity 
b Sensitivity 
c Negative Predictive Power 
d Positive Predictive Power 
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Table 8: Effect of Social Contextual Factors on the Odds of Serious Acts of Violence 
at Baseline for All Participants (n=1,580) 
_____________________________________________________________________ 
 
Risk Factor         B    Odds Ratio    CI (95%) 
_____________________________________________________________________ 
 
Marital Status 
  
 Married         (comparison)     
 
 Single         -0.167   0.85     0.64  1.12  
 
 Separated/Divorced     -0.264   0.77     0.55  1.07 
 
 Widowed        -0.805   0.45     0.12  1.75 
 
Amount of Social Contact 
 
 Daily          0.317    1.38     0.60  3.16 
 
 1-6 times per week     0.094    1.10     0.47  2.58 
 
 1-3 times per month     -0.067   0.94     0.38  2.31 
 
 Several times per year    0.375    1.46     0.46  4.58 
 
 Less than one time per year  (comparison) 
 
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
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Table 8 (continued) 
_____________________________________________________________________ 
 
Risk Factor         B    Odds Ratio    CI (95%) 
_____________________________________________________________________ 
 
Instability of Residence     0.573    1.78***    1.34  2.35 
 
Number of People in Residence  0.000    1.00     0.99  1.01 
 
Instrumental Support     0.038    1.04     0.95  1.14 
 
Emotional Support      -0.078   0.93***    0.90  0.96 
 
Mental Health Professionals   0.096    1.10     0.97  1.25 
 
Negatively Perceived Persons  0.121    1.13***    1.08  1.18 
 
Constant         -0.635   0.53       - 
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
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Table 9: Classification Characteristics of the Model Considering the Moderating 
Effect of Patient Status in the Prediction of Rates of Violence  
 
_____________________________________________________________________ 
 
  Observed  
  
Nonviolent 
 
 
Violent 
 
 
Predictive Power 
 
Nonviolent 
 
 
897 
(88.3%)a 
 
429 
 
 
 
67.6%c 
 
 
 
 
 
Predicted 
 
Violent 
 
 
119 
 
 
 
135 
(23.9%)b 
 
53.1%d 
 
_____________________________________________________________________ 
Notes. 
a Specificity 
b Sensitivity 
c Negative Predictive Power 
d Positive Predictive Power 
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Table 10: The Moderating Effect of Patient Status on the Odds of Serious Acts of 
Violence at Baseline (n = 1,580)a 
_____________________________________________________________________ 
 
Variable          B     Odds Ratio    CI (95%) 
_____________________________________________________________________ 
 
Emotional Support      -0.084    0.92*     0.86  0.98 
 
Negatively Perceived Persons  0.151     1.16*     1.01  1.34 
 
Daily Contact X Patient Status  1.055     2.87**    1.35  6.12 
 
_____________________________________________________________________ 
Notes. 
aNon-significant predictors are not presented. 
* = p<.05 ** = p<.01 ***  = p<.001 
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Table 11: Rates of Violence (%) and the Interaction Between Contact with Others and 
Patient Status (N=1,580) 
 
_____________________________________________________________________ 
 
            Violent       Not Violent   
 
         Patients  Community  Patients   Community 
_____________________________________________________________________ 
 
Daily        29.6    15.2    34.2     59.6    
 
1-6 times per week   8.5    2.9    12.7     16.6 
 
1-3 times per month   3.5    0.6    6.9     3.1 
 
Several times per year  1.0    0.2    1.3     0.8 
 
Less than once per year  0.9    0.2    1.5     0.8 
_____________________________________________________________________ 
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Table 12: Comparison of Patients and Community Respondents on the Effect of Social 
Contextual Factors on the Odds of Serious Acts of Violence at Baseline for Patients 
(N=1,077) and Community Respondents (N=503)  
_____________________________________________________________________ 
 
Variable          Patients (n=1,077)   Community (n=503)  
 
            B   Odds Ratio   B   Odds Ratio 
_____________________________________________________________________ 
 
Marital Status 
 
 Married          (comparison)      (comparison) 
 
 Single         -0.326  0.72**   -0.218  0.80 
   
 Separated/Divorced     -0.443  0.64*    -0.495  0.61 
 
 Widowed        -1.322  0.27    0.358   1.43 
 
Amount of Social Contact 
 
 Daily          0.347   1.42    0.547   1.73 
 
 1-6 times per week     0.079   1.08    0.339   1.40  
  
 1-3 times per month     -0.143  0.87    -0.375  0.69 
 
 Several times per year    0.170   1.19    0.784   2.19 
 
 Less than once per year      (comparison)      (comparison) 
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
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Table 12 (continued) 
_____________________________________________________________________ 
  
Variable          Patients (n=1,077)   Community (n=503)  
 
            B   Odds Ratio   B   Odds Ratio 
_____________________________________________________________________ 
 
Instability of Residence     0.498   1.65**   0.132   1.14 
 
Number of People in Residence  -0.001  1.00    0.029   1.03 
 
Instrumental Support     0.045   1.05    0.116   1.12 
 
Emotional Support      -0.037  0.97    -0.075  0.93* 
 
Mental Health Professionals   -0.040  0.96    0.017   1.02 
 
Negatively Perceived Persons  0.082   1.09**   0.166   1.18* 
 
Constant         -0.283  0.75    -1.706  0.18 
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
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Table 13: The Prediction of Patient Status from Social Contextual Factors (N=1,655) 
_____________________________________________________________________ 
 
Variable           B    Odds Ratio    CI (95%) 
_____________________________________________________________________ 
 
Marital Status 
 
 Married          (comparison)   
  
 Single         -0.450   0.64**     0.48  0.86 
   
 Separated/Divorced     -0.668   0.51**     0.35  0.75 
 
 Widowed        0.001    1.00      0.264  3.80 
 
Amount of Social Contact 
 
 Daily          0.119    1.13      0.39  3.27 
 
 1-6 times per week     0.013    1.01      0.34  3.01 
  
 1-3 times per month     -0.823   0.44      0.13  1.44 
 
 Several times per year    -1.067   0.34      0.07  1.71  
 
 Less than once per year        (comparison)  
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
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Table 13 (continued) 
_____________________________________________________________________ 
 
Risk Factor          B    Odds Ratio    CI (95%) 
_____________________________________________________________________ 
 
Instability of Residence      -0.940  0.39***     0.26  0.58 
 
Number of People in Residence   -0.005  1.00      0.99  1.01 
 
Instrumental Support      0.146   1.16**     1.05  1.28 
 
Emotional Support       0.151   1.16***     1.12  1.20 
 
Mental Health Professionals    -0.707  0.49***     0.42  0.58 
 
Negatively Perceived Persons   -0.291  0.75***     0.69  0.81 
 
Constant          -0.635  0.53 
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
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Table 14: Classification Characteristics of Mediating Model Predicting Rates of 
Violence 
 
_____________________________________________________________________ 
 
  Observed  
  
Nonviolent 
 
 
Violent 
 
 
Predictive Power 
 
Nonviolent 
 
 
895 
(88.1%)a 
 
 
430 
 
 
 
67.5% 
 
 
 
 
 
Predicted 
 
Violent 
 
 
121 
 
 
 
134 
(23.8%)b 
 
52.5% 
 
_____________________________________________________________________ 
Notes. 
a Specificity 
b Sensitivity 
c Negative Predictive Power 
d Positive Predictive Power 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
113 
 
 
  
 
 
 
Table 15: The Effect of Social Contextual Factors and Patient Status on the Odds of 
Serious Acts of Violence (N=1,655) 
_____________________________________________________________________ 
 
Variable          B    Odds Ratio    CI (95%) 
_____________________________________________________________________ 
 
Marital Status 
 
 Married         (comparison)   
 
 Single         -0.278   0.76     0.57  1.01   
   
 Separated/Divorced     -0.414   0.66*     0.47  0.93 
 
 Widowed        -0.903   0.41     0.10  1.64 
 
Amount of Social Contact 
 
 Daily          0.331    1.39     0.60  3.22 
 
 1-6 times per week     0.077    1.08     0.46  2.55 
  
 1-3 times per month     -0.175   0.84     0.34  2.08 
 
 Several times per year    0.226    1.25     0.40  3.97  
 
 Less than once per year      (comparison)  
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
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Table 15 (continued) 
_____________________________________________________________________ 
 
Risk Factor         B    Odds Ratio    CI (95%) 
_____________________________________________________________________ 
 
Instability of Residence     0.453    1.57*     1.18  2.09  
   
Number of People in Residence  0.000    1.00     0.99  1.01 
 
Instrumental Support     0.070    1.07     0.98  1.18 
 
Emotional Support      -0.05    0.95*     0.92  0.98 
 
Mental Health Professionals   -0.019   0.98     0.86  1.12 
 
Negatively Perceived Persons  0.090    1.09***    1.05  1.15 
 
Patient Status (patient)     1.062    2.89***    2.19  3.82 
 
Constant         -1.358   0.26       - 
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
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Table 16: Targets of Violence among Patients (N = 493) and Community Respondents 
(N = 98)  
_____________________________________________________________________ 
 
Variable Total Patients Community DF χ2 
_____________________________________________________________________ 
 
Targets of Violence 
  
 Family 44.5 40.0 67.3 3 27.268***    
  
 Friend 25.4 26.8 18.4 
 
 Stranger 13.0 13.8 9.2 
 
 Multiple 
 Categories 17.1 19.5 5.1 
 
_____________________________________________________________________ 
* = p <.05 ** = p <.001   *** = p<.0001 
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Table 17: Correlations (Spearmans rho) between Social Contextual Factors and 
Targets of Violence among All Participants (N = 591) 
_____________________________________________________________________ 
 
Variable         Family     Friend    Stranger   
_____________________________________________________________________ 
 
Marital Status       -0.32***    0.22**    0.09* 
           (p<.0001)   (p<.0001)   (p=.025)  
Stability of Residencea    0.12**    -0.13**    -0.12** 
           (p=.004)    (p=.003)    (p=.004) 
 
No. of People in Residenceb   0.13**    -0.03     -0.03 
           (p=.002)    (p=.481)    (p=.472) 
 
Amount of Social Contact   -0.17***    0.05     0.12** 
           (p<.0001)   (p=.251)    (p=.005) 
 
Instrumental Support    0.13**    -0.06     -0.02 
           (p=.002)    (p=.123)    (p=.634) 
 
Emotional Support     0.09*     -0.00     -0.01 
           (p=.568)    (p=.966)    (p=.857) 
 
Mental Health Professionals  0.06     -0.04     -0.01 
           (p=.181)    (p=.286)    (p=.835) 
  
Negatively Perceived Persons 0.02       -0.04     -0.01 
           (p=.568)    (p=.932)    (p=.822) 
_____________________________________________________________________ 
Notes. 
* = p <.05 ** = p <.001 *** = p<.0001 
a n = 587 
b n = 581 
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Table 19: Classification Characteristics of Model Predicting Targets of Violence 
 
_____________________________________________________________________ 
 
  Observed  
  
Family/ 
Friend 
 
Stranger 
 
 
Predictive Power 
 
Family/Friend 
 
 
392 
(99.5%)a 
 
 
158 
 
71.3% 
 
 
 
 
 
Predicted 
 
Stranger 
 
 
2 
 
 
 
12 
(7.1%)b 
 
85.7% 
 
_____________________________________________________________________ 
Notes. 
a Specificity 
b Sensitivity 
c Negative Predictive Power 
d Positive Predictive Power 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
  
 
 
 
Table 20: The Effect of Social Contextual Factors on the Odds of a Stranger Being a 
Target of Serious Violence among All Participants (N = 564) 
_____________________________________________________________________ 
 
Variable         B    Odds Ratio    CI (95%) 
_____________________________________________________________________ 
 
Marital Status 
 
 Married        (comparison)   
 
 Single       0.673     1.96*     1.16  3.32 
   
 Separated/Divorced   0.629     1.88*     1.02  3.46   
 
 Widowed      -3.796    0.02     0.00  84.56  
  
Amount of Social Contact 
 
 Daily        -0.913    0.40     0.11  1.46 
 
 1-6 times per week   -0.720    0.49     0.13  1.86  
  
 1-3 times per month   -0.288    0.75     0.18  3.10  
 
 Several times per year  -0.817    0.44     0.07  2.85  
 
 Less than once per year     (comparison)  
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
    
 
 
 
 
 
 
 
 
 
 
 
 
  
 
  
 
 
 
Table 20 (continued) 
_____________________________________________________________________ 
 
Risk Factor         B     Odds Ratio   CI (95%) 
_____________________________________________________________________ 
 
Instability of Residence     0.635    1.89**    1.23  2.89 
     
Number of People in Residence  -0.001   1.00     0.99  1.01 
 
Instrumental Support     -0.007   0.99     0.84  1.18 
 
Emotional Support      -0.011   0.99     0.93  1.05 
 
Mental Health Professionals   0.065    1.07     0.86  1.33 
 
Negatively Perceived Persons  0.024    1.02     0.96  1.09 
 
Constant         -0.735   0.48 
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
  
 
 
 
Table 21: Classification Characteristics of Model with the Moderating Effect of 
Patient Status in the Prediction of Targets of Violence 
_____________________________________________________________________ 
 
  Observed  
  
Family/ 
Friend 
 
 
Stranger 
 
 
Predictive Power 
 
Family/Friend 
 
 
390 
(99.0%)a 
 
 
155 
 
71.6%c 
 
 
 
 
 
Predicted 
 
Stranger 
 
 
4 
 
 
 
15 
(8.8%)b 
 
78.9%d 
_____________________________________________________________________ 
Notes. 
a Specificity 
b Sensitivity 
c Negative Predictive Power 
d Positive Predictive Power 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
  
 
 
 
Table 22: The Moderating Effect of Patient Status on the Odds of a Stranger Being a 
Target of Serious Violence (N = 564) 
_____________________________________________________________________ 
 
Variable          B    Odds Ratio    CI (95%) 
_____________________________________________________________________ 
 
Daily Contact       -4.201    0.02*     0.00  0.65  
  
Instrumental Support    0.748     2.11*     1.02  4.35 
 
Marital Status (Single)     2.849     1.73*     1.64  18.19 
 
Daily Contact  
 X Patient Status     3.645     3.82*     1.04  14.04 
 
Instrumental Support 
 X Patient Status     -0.777    0.46*     0.22  0.96 
 
Marital Status (Single) 
 X Patient Status     -2.430    0.09*     0.01  0.98 
 
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
  
 
 
 
Table 23: Targets of Violence (%) among Patients and Community Respondents by 
Contact with Others, Instrumental Support, and Marital Status 
_____________________________________________________________________ 
 
           Family/Friend       Stranger 
 
         Patients   Community  Patients  Community 
_____________________________________________________________________ 
 
Amt. of Contact   
  
   Daily       47.2     70.4     20.9    9.2 
  
  1-6 times per week   12.3     12.2     7.3    3.1 
 
  1-3 times per month    4.4     3.1     3.5     0.0 
 
   Several times per year   1.9     0.0     0.4    1.0 
 
   Less than once per year   1.0     0.0     1.0    1.0 
 
Marital Status 
  
   Married      14.6     33.7      4.5    1.0 
 
   Single       35.9     38.8     19.7   13.3 
 
   Separated/Divorced  15.4     12.2      9.1     0.0 
 
   Widowed        0.8      1.0       0.0     0.0 
 
Instrumental 
  
   None       16.6     11.2      9.5   1.0 
 
   One helpers     25.4     33.7     12.6   4.1 
 
   Two helpers     15.4     18.4      6.1   5.1 
 
   Three or more helpers   9.3     22.4      5.1   4.1  
_____________________________________________________________________ 
 
 
  
 
  
 
 
 
Table 24: The Effect of Social Contextual Factors on the Odds of a Stranger Being a 
Target of Serious Violence among Patients (N = 467) and Community Respondents (N 
= 98) 
_____________________________________________________________________ 
 
Variable          Patients       Community 
 
          B   Odds Ratio    B   Odds Ratio 
_____________________________________________________________________ 
 
Marital Status 
 
 Married        (comparison)   
 
 Single       0.418   1.52     2.787   1.62* 
   
 Separated/Divorced   0.517   1.68     -6.911  0.00  
 
 Widowed      -4.167  0.02     -7.231  0.00 
 
Amount of Social Contact 
 
 Daily        -0.541  0.58     -11.094  0.00 
 
 1-6 times per week   -0.369  0.69     -11.378  0.00  
  
 1-3 times per month   0.069   1.07     -18.840  0.00 
 
 Several times per year  -1.012  0.36      8.089  0.03 
 
 Less than once per year     (comparison)  
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
    
 
 
 
 
 
 
 
 
 
  
 
  
 
 
 
Table 24 (continued) 
_____________________________________________________________________ 
 
Risk Factor         Patients       Community  
   
           B   Odds Ratio   B   Odds Ratio 
_____________________________________________________________________ 
 
Instability of Residence    0.567   1.76*    0.704   2.02 
     
Number of People in Residence -0.001  1.00    -0.232  0.79 
 
Instrumental Support    -0.03   0.97    0.740   2.10* 
 
Emotional Support     -0.001  1.00    0.103   1.11 
 
Mental Health Professionals  0.033   1.03    -0.682  0.51 
 
Negatively Perceived Persons 0.012   1.01    0.028   1.03 
 
Constant        -0.755  0.47    6.283   535.55 
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
  
 
 
 
Table 25: Location of Violence among Patients (N = 493) and Community 
Respondents (N = 98)  
_____________________________________________________________________ 
 
Variable Total Patients Community DF χ2 
_____________________________________________________________________ 
 
Location of Violence (%) 
  
 Residence 39.8 36.92 54.08 1 10.056**   
 
 Outside of the  60.2 63.08 45.92  
 Residence 
_____________________________________________________________________ 
* p <.05 ** p <.001    *** p<.0001 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
  
 
 
 
Table 26: Correlations (Spearmans rho) between Social Contextual Factors and 
Location of Serious Violence among All Participants 
_____________________________________________________________________ 
 
Variable        Total     Patients    Community 
          (N=591)    (N=493)    (N=98)  
_____________________________________________________________________ 
 
Marital Status      0.94***    0.14***    0.37*** 
          (p<.00)    (p<.00)    (p<.00) 
Stability of Residence   -0.20***a    -0.19***    -0.10b 
          (p<.00)    (p<.00)    (p<.31)  
 
No. of People in Residence -0.06c    0.01d     0.26** 
          (p=.18)    (p=.82)    (p=.01) 
 
Amount of Social Contact  0.11*e     0.08f     0.20* 
          (p=.01)    (p=.08)    (p=.05) 
 
Instrumental Support   -0.09*    -0.07     -0.12 
          (p=.03)    (p=.15)    (p=.26) 
 
Emotional Support    -0.03     -0.01     0.01 
          (p=.42)    (p=.78)    (p=.94) 
 
Mental Health Professionals -0.03     -0.06     -0.02 
          (p=.42)    (p=.17)    (p=.82) 
 
Negatively Perceived  
Persons        0.02     -0.02     0.09 
          (p=.69)    (p=.69)    (p=.37) 
_____________________________________________________________________ 
Notes. 
* = p <.05 ** = p <.001   *** = p<.0001 
a n = 587   d n = 483 
b n = 97    e n = 577 
c n = 581   f n = 479 
 
 
 
 
 
 
  
 
  
 
 
 
Table 27: Classification Characteristics of Model Predicting Location of Violence 
 
_____________________________________________________________________ 
 
  Observed  
  
Inside Home 
 
 
Outside 
Home 
 
 
Predictive Power 
 
Inside Home 
 
 
 
92 
(40.4%)a 
 
61 
 
60.1%c 
 
 
 
 
 
Predicted 
 
Outside Home 
 
 
 
136 
 
275 
(81.8%)b 
 
66.9% 
_____________________________________________________________________ 
Notes. 
a Specificity 
b Sensitivity 
c Negative Predictive Power 
d Positive Predictive Power 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
  
 
 
 
Table 28: The Effect of Social Contextual Factors on the Odds of Serious Violence 
Occurring Outside the Home (N = 564) 
_____________________________________________________________________ 
 
Variable         B    Odds Ratio    Confidence Interval 
_____________________________________________________________________ 
 
Marital Status 
 
 Married         (comparison)   
 
 Single        0.959    2.61***     1.66  4.10    
   
 Separated/Divorced    0.533    1.71      0.99  2.93    
 
 Widowed       -0.517   0.60      0.05  7.18  
 
Amount of Social Contact 
 
 Daily         -0.980   0.38      0.07  1.91  
 
 1-6 times per week    -1.11    0.33      0.06  1.76   
  
 1-3 times per month    -0.350   0.70      0.12  4.12   
 
 Several times per year   -0.905   0.41      0.05  3.23   
 
 Less than once per year     (comparison)  
_____________________________________________________________________ 
* = p<.05 ** = p<.01 ***  = p<.001 
    
 
 
 
 
 
 
 
 
 
 
 
 
